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ABSTRACT
Adolescents engage in many risk-taking behaviors, and
these behaviors have significant potential for adverse
medical and social outcomes.

Risk taking among adolescents

may or may not be deliberate.

One theory of problem

behavior suggests that alcohol use, drug use, delinquency,
and sexual intercourse constitute a syndrome of deviate
behaviors preceded by a psychosocial pattern of conventional
attitudes.

Because adolescence is a period of life

characterized by constant change, rapid physical growth,
emotional turmoil, and parental conflict, there are
tendencies to experiment, seek independence, and indulge in
adult privileges without the responsibilities.
Research suggests a direc
taking and sexual behaviors.

relationship between risk
Therefore, the purpose of this

study was to examine the relationship between self-reported
risk behaviors and sexual behaviors in male and female 11th
and 12th grade students in North Dakota High Schools.

The

sample population consisted of 7699 participants (3945 males
and 3741 females); the majority of respondents were
Caucasian (91.3%).
Five independent and two dependent variables were
identified through the use of factor analysis.
xi i

The

independent variables were the use of soft drugs, the use of
hard drugs, unhealthy lifestyle practices, acting out
behaviors, and suicidal behaviors.

The dependent variables

were sexual activity and promiscuity.

Canonical correlation

was used to calculate the relationships between the
independent and dependent variables.

Multiple stepwise

forward regression identified the predictors of sexual
behaviors.
The highest predictor for explaining sexual behaviors
(sexual activity and promiscuity) was the use of soft drugs
(alcohol use, smoking, and chewing tobacco).

The second

best predictor of sexual activity was acting out behaviors
(motorcycle, weapon, and seatbelt use), whereas the use of
hard drugs (crack, cocaine, and marijuana) predicted
behaviors associated with promiscuity.
Overall, self-reported risk behaviors and sexual
behaviors in this adolescent population were significantly
related.

Underlying variables such as the use of drugs,

alcohol, and tobacco, nutrition, exercise, violence, and
suicide contributed to factors which predicted sexual
behaviors in North Dakota adolescents.

xiii.

CHAPTER I
INTRODUCTION
In recent years there has been a growing concern that
many adolescents are engaging in inordinate risky behaviors
(Irwin & Millstein, 1986) . Risk taking is recognized as a
normal part of adolescent development (Baumrind, 1983), but
there nevertheless exists an overriding concern that
adolescents are taking risks detrimental to their health and
well being.
Adolescents engage in many risky behaviors, and these
behaviors have significant potential for adverse medical and
social outcomes.

Klien (1993) reports as many as one in

four 13- to 18-year-olds, nearly (7 million youth) are at
high risk for school failure, delinquency, early unprotected
sexual intercourse, and substance abuse.

Other behaviors,

such as those leading to sexually transmitted diseases or to
driving while intoxicated, have been offered as evidence of
a risk taking propensity among adolescents (Alexander, Kim,
Ensminger, Johnson, Smith, & Dolan, 1990'.

Documented

evidence has shown the risky behaviors of adolescence often
continue beyond adolescence, resulting in excessive adult
mortality (Klien et al., 1993).

1

2

Risk taking may or may not be deliberate.
may not be conscious that a given behavior, mi
zero probability of loss.

One may or
11

I

.1

non

If an individual chooses to

engage in a given behavior without being cognizant that it
entails a chance of loss, that individual could be taking a
risk, even though the individual would not be conscious of
doing so.
lessor's (1977) theory of problem behavior suggests
drinking, marijuana use, delinquency, arid early sexuai
intercourse constitute a syndrome of behaviors that deviate
from expected societal norms for adolescents.

The onset of

these behaviors is preceded by a psychosocial pattern of
conventional attitudes and perceptions.

Studies of high

school and college age populations indicate that adolescent
who place a lower value on academic achievement and have
lower self-esteem, greater tolerance for deviance, less
religiosity, and a greater attachment to the positive
aspects of problem behaviors are more likely to show this
syndrome than those who do not share these perceptions
(Baumrind, 1987; Elkind, 1990).

Engagement in any problem

behavior increases one's susceptibility to engage in others
lessor's theory stresses the cognitive aspects of risk
taking.

Adolescents who are prone to engage in risky

behaviors are characterized by a set of shared attitudes,
perceptions, and values about themselves and society
(Alexander et al., 1990) .

3

Adolescence is generally considered a period of life
characterized by constant change, rapid physical growth,
emotional turmoil, and parental conflict.

It is a time for

the young to experiment, seek independence, and prepare for
adult life while still being dependent on parents.
Adolescents want to be grown up and indulge in adult
privileges but without the responsibilities and decisions
that go along with adulthood.

In spite of the pressures of

adolescence, the majority of adolescents survive and triumph
over the turbulence with successful adjustments.

However,

adolescence in the 1980s and 1990s has become a more
stressful and self-destructive period than it was just a
decade ago.

In fact, the adolescent population is che only

age group in America with a mortality rate that has steadily
increased over the past twenty years (Vernon, 1991).
It is well documented that, associated with the risk
behaviors of adolescence, negative outcomes tend to occur
and effective intervention strategies are unclear (Eikind,
1990; Schorr, 1988; Vernon, 1991).

Related to this issue is

the degree to which adolescents perceive themselves to be
personally invulnerable to negative outcomes.

The

literature on adolescent cognition makes reference to the
adolescent's perceived invulnerability to harm, thus the
adolescent is unable to perceive risks accurately (Eikind,
1967, 1978) .

Eikind (1978) describes adolescents as

egocentric in how they view themselves and in how they feel

4

others view them.

Adolescent egocentrism is responsible for

a "personal fable," the belief that one is special and in
some way immune to the natural laws that pertain >o others.
This view is thought to result in adolescents' tendencies to
view themselves as invulnerable to harm or the "superkid"
notion that "nothing will happen to me" (Elkind, 1967,
1978) .
Erikson, in his classic Childhood and Society, (1950)
identifies eight "ages of man, 11 each highlighted by ego
qualities that emerge during development and remain strong
enough to integrate the "timetable" of the organism with the
structure of social institutions.

Others have studied

psychological risks and reported stress in the environment,
high anxiety, and negative self-concept to be major
influences for developing risky behaviors.

These factors

cause the adolescent to feel inadequate and to lose the
ability to cope.

This is followed py the need to seek

relief, often through peer acceptance, running away, or the
use of tobacco, drugs, and/or alcohol in order to feel or
"prove" adequacy.
Five of Erikson's stages occur from birth to
adolescence.

These are Trust vs. Mistrust, Autonomy vs.

Shame and Doubt, Initiative vs. Guilt, Industry vs.
Inferiority, and Identity vs. Role Diffusion.

The stage of

development for the age group of the population under study
is Identity vs. Role Confusion.

The defining

5

characteristics for this stage are a coherent sense of seif
or the development of a sense of personal identity, plans tr
actualize one's abilities with feelings of confusion, and
even anti-social behavior.

Peer groups are the significant

others in this stage of development (Erikson, 1968) .
la The State of America's Children , Finlay and Yang
(1991) report that in 1988 more than one-quarter of 12- to
17-year-olds had used alcohol; more than 15 percent of 18to 25-year-olds had used marijuana, 4.5 percent of 18- to
25-year-olds had used cocaine; and 30 percent of them had
become regular smokers by age 20.

According to the 1991

Children's Defense Fund Report, 60 percent of high school
seniors in 1989 had used alcohol in the previous 30 days.
Four percent of seniors indicated they used alcohol daily,
and one-third indicated they had engaged in heavy drinking
(having five drinks or more in a row) in the past two weeks.
The rate of cigarette smoking by females has increased over
the years; in 1991, 12 percent of high school senior girls
and 12.3 percent of high school boys smoked a half-pack or
more daily (1991 CDF Report).

Although this was a national

report, North Dakota trends were similar (North Dakota
Department of Public Instruction, 1990; 1994 in print)
Dryfoos (1990) reported teenagers from 10-17 years of age
experience at least one risk factor while 25 percent of them
had multiple risk factors in their lives.

6

A continuing nationwide concern exists regarding the
high prevalence of adolescent sexual activity and pregnancy
(Department of Health and Human Services, Public Health
Service, 1991).

In 1985, the overall pregnancy rate for

girls 17 and younger was 71.1 per 1,000.

By age 15, 26

percent of girls ana 38 percent of boys have had sexual
intercourse; half cf girls and two-thirds of boys had become
sexually active b\ age 17 (1991 CDF Report; Dryfoos, 1990;
Rosenbaum & Kandel, 1990) . According to Rosenbaum and
Kandel (1990) the younger the age at first use of drugs, the
greater the likelihood of early sexual activity.

In 1.988,

78 percent of these adolescents used contraception the most
recent time they had intercourse; 63 percent used
contraception the first time they had intercourse (1991 CDF
Report).
From a North Dakota perspective, Johnson (1993) noted
that drug use, smoking, alcohol consumption, and sexual
activity increased with age

Risk factors in all of these

areas were greater for male adolescents with the exception
of sexual risk factors where females had higher risk.
Further, the risk factors increased as the adolescent's self
perception of academic achievement dropped.

In addition,

Johnson (1993) reported all risk factors interact with each
other, that is no risk factor was isolated from another.

7

Purpose
The purpose of this study v/as to determine the
relationship between self-reported risk behaviors and sexual
behaviors in eleventh and twelfth grade males and females In
North Dakota schools.

Specifically, certain risk behaviors

were correlated with sexual activity.

Despite the threat of

AIDS and other sexually transmitted diseases in society
today, the adolescent continues to experiment sexually with
and without protection.

This is an endemic phenomenon

requiring long-term systematic intervention.

It is

imperative that underlying factors contributing to this
problem be identified so that subsequent research and
educational programs to reduce this societal problem can be
implemented.
Significance of the Study
In recent medical literature the major emphasis on
adolescent sexuality and pregnancy has been on consequences
rather than antecedents of early sexual activity.

The

frequency of adolescent pregnancy has been well described
along with the important social consequences for the yo ..ng
mother:

school failure and dropout, economic depends

and unwed motherhood.

:y,

Less emphasis has been placed on the

risk factors to explain this early transition to sexual
activity and possibly subsequent pregnancy (Pa- urine &
Santelli, 1987).

Therefore, an understandin<: of selected

risk taking behaviors in relationship to sexual behaviors

8

has the potential to alert society about those adolescent;
at risk for early sexual activity and/or unplanned
pregnancy.
Behaviors associated with the major causes of
mortalities and morbidities of adolescence share a common
thread of risk taking and/or acting out behaviors with
uncertainty of the outcomes or consequences.

Because of the

limited experience of youth, adolescents engage in risk
taking without questioning the consequences of their
actions.

The statistics about adolescent risk taking are

alarming to the general public, but they are a reality.

It

is imperative to realize that adolescence is a crucial time
in a young person's life.

The growth and changes that occur

in children between the ages of 13 and 18 are great.

The

experiences of youth and the choices they make during this
time can mean the difference between a successful,
satisfying adult life and an unproductive, troubled one.
Education and understanding will help to make a more
successful transition to adulthood.

Understanding the

interrelationship among the specified behaviors supports the
need for early education and implementation.

Therefore, the

following research questions were asked.
Research Questions
Research Question 1:

What behavioral risks are related to

sexual activity behaviors of 11th and 12,th grade students.-'

9

Research Question 2:

What behavioral risk factors .u.

related to sexual activity of 11th and 12t.h grade female
students?
Research Question 3:

What behavioral risk factors are

related to sexual activity of 11th and 12.th grade male
students?
Research Question 4:

What are the differences between the

behavioral risk factors for male and female students?
Definitions
The following terms have been defined for this study:
Adolescents: Males and/or females between the ages of 12 18
years of age.
Alpha factoring:

"A method of initial factoring in which

the variables included in the analysis are considered
samples from a universe of variables"

(Kim & Mueller, 1978).

The variables are assumed to consist of two parts:

one that

is determined by common factors and one that is unique to
each variable.

Variables included in the sample are from

the universe of variables.

The analysis for the present

study is concerned with common factors only.
Birth control:

The use of an intervention to prevent

pregnancy.
Coefficient alpha:

An index of reliability (internal

consistency) that estimates the extent to which different
items of an instrument measure the same factor or construct.

10

Con_.Lirmatory_ fa ctor analysis :

Factor analysis in which

specific expectations concerning the number of factors and
their loadings are tested on sample data (Kim & Mueller,
1978).

This factor analytic process seeks to confirm if the

hypothesized factors derived from the exploratory factor
analysis hold true.
Canonical correlation:

A procedure that utilizes features

of both multiple regression and factor analysis to correlate
two or more predictor variables with two or more criterion
variables.
Decision making:

The process of making choices among

competing courses of actions.
Exploratory factor analysis:

Factor analysis which is

mainly used as a means of exploring the underlying factor
structure without prior specification of number of factors
and their loadings (Kim & Mueller, 1978).

The attempt to

reduce a set of variables into fewer underlying "factors."
It is considered exploratory since there are no hypothesized
factors in advance of the analysis.
Health risk behavior:

T'

adolescents face imports

he transition to adulthood
developmental tasks.

is one way to pursue these tasks.

Risk taking

Adolescents need

independence and may feel the peer pressure to experiment
with substances, situations, and their sexuality, even,
though they may lack the cognitive or emotional skills
needed to perceive the risks and weigh the consequences.

11

For the purpose of this study, Health Risk Behaviors
examined included the use of alcohol, smoking, drugs, and
sexual activity.
Promiscuity:

Indiscriminate sexual behavior.

purposes of this study promiscuity includes:

For the
early age at

first intercourse and the number of sexual partners.
Self-concept;

The central core of personality development

that gives rise to one's uniqueness or identity.
Self-image:

The idea, conception, or mental image of one's

self in relation to body and self-esteem.
Sexual activity:

Outcomes resulting from intercourse.

For

the purposes of this study sexual activity includes a
history of having had sexual intercourse, having been told
by a medical person that you had a sexually transmitted
disease, use of a condom with the most recent intercourse
experience, use of alcohol/drugs before having had coitus
the last time, use of control for sex, and frequency of
pregnancy or impregnation.
Sexual behavior:
intercourse.

Action that pertains to sex or having

For the purposes of this study sexual behavior

includes sexual activity and promiscuity.
Risky behavior:

Action (or inaction) that entails a chance

of loss.
Risk taking:

Engaging in risky behavior.

Varimax rotation:

A method of orthogonal (uncorrelated)

rotation which simplifies the factor structure by maximizing

the variance of a column of the pattern matrix (Kim &
Mueller, 1978).
Assumptions
The basic assumptions of this study were as follows:
1.

The adolescents were capable and had the knowledge
base to interpret and answer the questions.

2.

Through the survey method it was possible to
accurately measure drug use, smoking experience,
alcohol consumption, first exposure to smoking and
alcohol, sexual risk factors, and frequency of
sexual activity.

3.

It is assumed that the variables in this secondary
analysis of data are the appropriate variables.
Limitations

For the purpose of this study the adolescent population
was limited to males and females who were Juniors and
Seniors in North Dakota High Schools in the academic year
1991-1992.

This study is also limited to student responses

for the items on the 1992 Youth Risk Behavior Survey
developed by Centers for Disease Control (CDC).
This study is limited to the self reported behaviors of
adolescents.
behaviors.

No attempt was made to measure actual
Risk behaviors of teenagers who are not

enrolled/attending school may be different.

CHAPTER II

LITERATURE REVIEW
Review of the literature relevant to adolescent
behavior and the development of an adolescent-to-adult
values system can be divided into review of biologic and
physiologic growth, moral judgment development, ego
maturation, modeling of decision making and risk-taking, and
sexuality as a search for identity.

The intricate and

crucial interaction of the physical, psychological, social,
spiricual, and environmental meld to mold or warp each
adolescent via behaviors that speak to ego integration or
disorientation, to an accepting of one's self, or to
unacceptance and deviant risk behaviors, including sexual
activity.
Physical change associated with adolescence is obvious.
The literature notes that the integration of persona,
identity with the structure of societal mores, however, is
much more subtle.

The issue of "attack and conquest"

(Erikson, 1950), for instance, requires an acting out of the
balancing of guilt and self-doubt within societal ly
a.. -..t .aui o outlets.

Ego inteyi u

oe ti, .t

trust (Erikson, 1968) and then on moral responsibility.
This, in turn, contains a strong common thread of "justice"
13

(Kohlberg, 1975).

This source of self ultimately is one or

the adolescents' strongest defenses against, stress (Elkind,
1989) that otherwise leads to excessive risk-taking or self
destruction.

To the extent that problem behavior expresses

itself in substance abuse or other socially disapproved
activity the "testing of limits" equates to ego
disorientation and a coping mechanism that has failed
(Jessor, 1987, . To the extent that problem behavior
expresses itself in sexual activity, the results produce one
of the most challenging socio-health problems of the day.
With these issues in mind, this review of literature
was organized into the following sections:
* Developmental perspectives related to adolescence
* Development of values in adolescence
* Adolescent egocentrism as it relates to identity
* The process of adolescent decision making
* Problem behavior theory and adolescence
* Risk taking behaviors during adolescence
* Adolescent sexuality and the search for identity
* Problems associated with adolescent pregnancy
Each of these sections reveals how adolescents perceive
themselves as emerging adults in today's society.
important to recognize the role tliu

.« u

renders in providing the background needec
the adolescent.

It is

these

for understanding
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Developmental Perspectives Related to Adolescence
The onset of adolescence is a critical period of
biological and psychological change for every child.

For

many in current society it involves dramatic changes in the
social environment as well.

The transition from elementary'

to middle or junior high school or the easy access to
potentially life-threatening substances and activities cause
adolescence to be a particularly difficult time.

Biological

and psychosocial maturity do not progress in synchrony;
individual variation is significant.
As children become adolescents, around the age of
eleven or twelve, the physical changes in height, body
configuration, and facial proportions are so dramatic that
they often mask the equally dramatic changes that are going
on in the child's thinking.

Indeed, Piaget's discovery ol:

the mental abilities occurring in early adolescence
constitutes one of his truly momentous discoveries (Inhelder
& Piagec, 1958) . Attachments to parents and to others
become more complex and undergo fundamental transformations.
Relative dependence is transformed into relative
independence in the emotional, intellectual, and social
domains.

Adolescence is also the period that Eriksoa

describes as critical for the establishment, of a sense of
personal identity that must overshadow a sens' uf. role
diffusion (Erikson, 1950).

1
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From a historical perspective, Erikson, in his classic
dhood and Society (1950), identifies eight "ages of
man,

each highlighted by ego qualities which emerge during

development, demonstrating that the ego is strong enough to
integrate the "timetable" of the organism with the structure
of social institutions.

While the psychoanalytic

terminology and thought processes, in general, go beyond
this dissertation, a short review of Erikson's material is
helpful from a historical and explanatory perspective.
In Stage 3:

Initiative vs. Guilt, Erikson notes the

ambulatory and infantile genitality stages come together
with the initiative and autonomy of youth to express the
"pleasure in attack and conquest."

For the adolescent male,

this means a continued emphasis on phallic-intrusive modes;
for the adolescent female, the pleasure is derived from
modes of "catching," in more aggressive forms of snatching,
or in the milder form of making oneself attractive and
endearing.

The problem becomes one of internal regulation,

of balancing guilt and negative self-doubt against the
positives of established institutions, like religion, and
other functions and roles in the community which allow
respon

e partiei;

ill acceptable outlet a i.oi attack

and conquest (Erikson, 1950).
Along with the positive balancing comes development of
a sense of moral responsibility.

Erikson states the

adolescent mind is essentially a mind in "moratorium," a
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psychological stage between childhood and adulthood.

It is

an ideological mind, one eager to be affirmed by peers, and
ready to be confirmed by rituals, creeds, and programs that
frequently define what is evil.

In a world where the best

people will come to rule and rule develops the best in
people, the adolescent must somehow be able to convince
one's self that those who succeed in the adult world do so
because they have accepted the obligation of being "the
best."

Ultimate ego integrity, in turn, implies an

emotional integration which permits participation by
"followership" as well as acceptance of the responsibility
of leadership.

Ego integrity itself is based upon the ego

value of trust, or the assured reliance on another's
integrity, or the relationship of infantile trust in adult
integrity (Erikson, 1950; 1968).
The stage of Erikson's work that also applies to this
age group is Identity vs. Role confusion.
characteristics for this stage

The defining

coherent sense of self

or the development of a sense of personal identity, plans to
actualize one's abilities with feelings of confusion, and
even anti-social behavior.

Peer groups are the significant

factor in this stage of development (Erikson, 1968).
Development of Values in Adolescence
Adolescence is also a period characterized by an
increasing focus on the testing of one's value system.
Kohlberg, in his 1975 classic essay on moral education,
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detailed six stages of moral development.

Kohlbn g views

moral development as occurring in three mai<

groupings.

The preconventional grouping consists oi otage 1 and 2 with
Stage 1 being Punishment and Obed

nee Orientation and Stage

2 as the Instrument Relativist Orientation.

The

conventional grouping consists of Stage 3 and 4 with Stage 3
as Interpersonal Concordance and Stage 4, Law and Order
Orientation.

The post-conventional grouping consists of

Stage 5 and 6 with Stage 5 being Social Contract-Legalistic
Orientation and Stage 6, Universal Ethical -Principle
Orientation.

Based upon these stages, Kohlberg developed a

cognitive-developmental approach to moral education.

He

recognized maturity of moral judgment is not highly
correlated with IQ or verbal intelligence, but that moral
reasoning clearly is reasoning, and advanced moral reasoning
depends upon advanced logical reasoning.

In turn, Kohlnerg

posited that morally advanced children have parents at
higher stages of moral development, thus recognizing the
impact of family on adolescent decision-making regarding
moral issues.

However, Kohlberg noted that in the

transition from moral judgment to moral action, mature moral
judgment is a necessary, but not sufficient, condition for
mature moral action.

Factors which impact, either

positively or negatively, on the translation from moral
judgment to moral action include the situation and its
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pressures, the individual's motives and emotions, and the
adolescent's "ego strength."
Kohlberg also identified the basic "common thread" that
runs throughout the six stages as being the principles of
justice--"for giving each his due" (p. 166).

Moral

conflicts are in reality conflicts between the claims of
persons; the principles for resolving these claims are
principles of justice, including demands for liberty,
equality, and reciprocity.

"No matter which of the six

moral stages the adolescent is experiencing, the principles
of justice, liberty, equality, and reciprocity demand
substantial evaluation to direct the adolescent's moral
decision"

(p. 166).

In the area of sexual activity and

exploration, it is evident that the overlay of demands for
liberty, equality, and reciprocity have the potential for
significant impact on the balancing of moral responsibility,
as discussed by Erikson (Kohlberg, 1975) .
It is not until adolescence that young people can
construct a sense of personal identity, of having a unique
personality.

Nor do young people attribute personal

identity or personality to other people until adolescence.
The construction of a sense of personal identity requires,
in addition to formal operations, some consistent
experiences of self (Elkind, 1990) .

Adolescent Egocentrism as It Relates to Identity
The major psychosocial task of adolescence is ''he
development of a healthy identity (Erikson, 1968).

Identity

xs thought to occur through a normal course of maturations1
processes within appropriate, supportive social contexts.
In addition to the social aspect of identity formation there
are cognitive factors.

Erikson (1968) identifies the formal

operational ability of thinking about the possible as
enhancing adolescent tasks of development:
Such cognitive orientation forms not a contrast
but a complement to the need of the young person
to develop a sense of identity, for, from among
all possible and imaginable relations, he must
make a series of ever-narrowing selections of
personal, occupational, sexual, and ideological
commitmencs (p .245).
Formal operations also enable adolescents co conceptualise
or reconceptualize past and future in new ways.

Elkind

(1988) found that formal operational thought not only
enables the adolescent to conceptualize thoughts, it also
permits one to conceptualize the thought of other people.
This realization leads to the idea of egocentrism because
while adolescents can now recognize the thoughts of others,
they fail to differentiate between the objects toward which
the thoughts of others are directed and those which are the
focus of one's own concern.

Because of this preoccupation,

it is assumed that other people are as concerned with the
behavior and appearance as is the adolescent (Elkind, 1988,
1985, 1979; Lavery, Siegel, Cousins & Rubovits, 19 93 ;
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O'Connor & Nikolic, 1990) . Adams, Gul lot.t£i, and Montemayor
(1992) and Elkind (1979) indicate that reality is not
perceived accurately, rather reality is the construction of
one's perceptions of reality.

As children grow older, their

perceptions of reality become more accurate, and egocentric
thought is replaced by more socially-oriented thinking.
In his book All Grown Up and No Place To Go:

Teenagers

in Crisis (1989), Elkind delineates the disillusion that the
adolescent faces.

Simply no protected place exists for

teenagers in today's hurried society.

Mothers-to-be are

deluged with literature assuring them that if they use the
right materials they will be able to raise their baby's IQ
and have them reading, swimming, and doing gymnastics before
three months old.

There is, of course, no evidence to

support the value of such an early pushing, but Elkind notes
considerable evidence that children are showing serious
stress symptoms because of such activities.

He states the

fact that, for instance, when 50% of youth are at one time
or another abusing alcohol or drugs, something is seriously
wrong with society.

He notes that some parents are so

involved in reordering their own lives, managing a career,
marriage, parenting, and leisure that they have no time to
give to their teenagers.

Parents simply cannot prepare a

teenager for an adulthood they themselves have not fully
attained.

22

The sense of self is one of the teenager's most:
important defenses against stress.

Teens need a protected

period to construct personal identity; they may be robbed of
this by the imposition of premature adulthood.
comes via two basic routes:

Maturity

either by differentiation (the

process of discriminating or separating out) with
integration of learned concepts into a consistent self or by
substitution.

A sense of self constructed by simple

addition of feelings, thoughts, and beliefs copied from
others produces an unstable "patchwork" self.
needed to produce a discriminating self.

Time is

Unfortunately, in

today's world there are few places for teenagers to repose,
and they are thus more vulnerable to stress that impacts
from multiple sources.
Elkind (1989) discusses the three basic stress
situations.

Type A stress is defined as that which is both

foreseeable and avoidable.

A roller coaster, a horror

movie, a dangerous neighborhood, situations one may choose
if the activity is perceived as exciting or stimulating.
Type a becomes more complicated when social

approval/disapproval or peer pressure become factors and the
more highly integrated teens place sufficient value on self
respect or self-esteem to avoid situations that would
jeopardize the self.

Integration comes from family, school,

peers, and religious training.
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Type B stress is that which is neither foreseeable or
avoidable.

Accidents, death, divorce, all place demands

externally and internally.

Again, only a solid sense of

self will provide stability for the adolescent.
Stress that is foreseeable but not avoidable is Type C.
Examples of this type of stress include growing up, making a
career decision, and/or decisions to uphold right or wrong
moral values.

A solid sense of self will allow the teen to

manage this type of stress by looking at it from the
perspective of others, such as parents, or to recognize,
simply, that "honesty is the best policy."
To be sure, life is complex and the opportunities for
all types of stress to impact on today's teens are multiple.
Even the most integrated teenagers may occasionally be so
overwhelmed by stress that they lose the integrated
perspective and suffer bouts of low self-esteem.

Elkind

notes that teachers, counselors, and parents must remember
that the teenager is new at the game of stress management; .
But he also notes that the general principle holds true;
i.e., the more integrated teenagers are with the respect co
self and identity, the better prepared they are to manage
stressful situations.
The Process of Adolescent Decision Making
Because of the multiple variables identifiable as
factors relating to adolescent decision making, this study
uses a conceptual framework to provide focus and direction.
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The conceptual framework for this study is drawn from the
theory of decision making.
Decision theorists define decision making as the
process of making choices among various courses of actions
(von Winterfeldt & Edwards, 1986) .

The normative models of

decision theory prescribe tie processes a person should
follow in order to have the best chance of maximizing wellbeing, given one's beliefs and values.
According to the most general normative model, a person
facing a decision should (a) list relevant action
alternatives,
actions,

(b) identify possible consequences of those

(c) assess the probability of each consequence

occurring,

(d) establish the relative importance of each

consequence, and (e) integrate these values and
probabilities to identify the most attractive course of
action, following a defensiole decision rule (Edwards, 1954;
Lancaster & Lancaster, 1982).

From the perspective of

decision theory, the preferred choice when using a given
decision rule depends on which options an individual
decision maker identifies for consideration, and how that
decision maker evaluates both the desirah'xity of: the
various possible consequences of undertaking those options
as well as the likelihood of those consequences occurring.
The optimal and ultimate choice then using the decision rule
will depend on that decision maker's personal values and
perceptions.

Fischhoff (1988) examines the behavioral
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decision theory, how a person actually makes decisions
rather than how decisions should be made.

This research

focuses on how persons identify alternative options, how
they identify possible consequences, how they assess the
desirability and likelihood of those consequences occurring
and what decision rules they use to reach a choice.

Both

the ''pure" decision theory and the behavioral counterpart
use the five steps as a framework, either for describing
what people should be doing (in the normative perspective)
or for analyzing what they actually do (in the descriptive
perspective).
Zey (1992) proposes a wide range and complexity of
human decision making.

Labelled "deviations from formal

rationality," other patterns of decision making (habit,
emotion, moral and ethical values) cire shown to be
alternative and dominant, but not deviating, motives behind
decision making.

Central to the body of prescriptive

knowledge about decision making has been the theory of
subjective expected utility (SEU) , a sophisticated,
mathematical model of choice that lies at the foundation of
the most contemporary economics, theoretical statistics, an
operational research.

SEU theory defines the conditions of

perfect utility, maximizing rationality in a world of
certainty as in a world in which the probability
distributions of all relevant variables can be provided by
the decision maker (Zey, 1992, p. 33),

SEU theory deals
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only with decision making; it has nothing to say about how
to frame problems, set goals, or develop new alternatives.
Adolescents, no less than adults, but with less
experiential background, face problems and decisi ons every
day of their lives.

They ponder over what and how to think,

believe, or behave.

Adolescents are being asked and are

asking themselves about important decisions and
actions that impact on the present and affect the future in
many ways.
Adolescents today are confronted by many more choices
and decisions than previous generations.

They are

surrounded by a bewildering array of alternatives forced
upon them by society's "now" mentality and panoramic
information explosion that fosters a false level of
sophistication while leaving significant gaps in real
knowledge delivery.
disillusioned.

This leaves the adolescent confused and

Thus, frequently, important choices in life

are decided on the basis of peer pressure, the submission to
authority, or the power of propaganda (Simon, Howe, &
Kirschenbaum, 1972).
Grier and Schnitzlar (1979) posit that teenagers
occasionally take risks fully aware of the probable outcome.
This type of risk taking may be in part attributed to
rebellion against authority.

A common opinion is that many

adolescents consider becoming pregnant a risk, but also an
attractive alternative to their current situation.

Whil«--
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some adolescents believe having a child is a ticket to
independence and act accordingly, there is overwhelming
evidence that the vast majority of unmarried adolescents who
become pregnant do not purposefully intend to do so
(Trussell, 1988).
Elkind (1990) suggests that teenagers, particularly
young teenagers, have trouble making decisions.

This

indecision may be again the result of the teenager's
inability to think in an abstract manner.

Teenagers who can

think in propositions can keep so many ideas in mind
simultaneously that they have trouble choosing among them.
When teenagers are forced to make decisions, they often come
up with choices that may seem bizarre, but in reality are
predicated on a very superficial knowledge base.
The difference between the teenager and the adult in
this area is the amount of experience in making decisions;
as a result of this experience the adult has acquired some
rules and strategies for making the decision.

However, it

is not just experience, strategies and rules that help
adults make decisions; emotional cues are also used.
Helping young people to recognize and understand their
feelings is every bit as important as helping them to do the
same wich their thoughts (Elkind, 1990).
Moral development is closely associated with the
adolescent's cognitive functions.

As adolescents mature

into formal thinking, their morality changes, replacing

28

conventional concepts with postconventional characteristics.
They are now able to make decisions based on internalized
principles and individual conscience.

Their behavior is

determined by what is perceived as humanly and personally
right (Kohlberg, 1969).
The change from conventional to postconventional
morality is characterized by adolescents' serious
questioning of moral values, particularly when they see
contradictions in existing social and value structures.
Adolescents need internalized moral principles enabling them
to make decisions involving moral dilemmas consistent with
their ideals.

According to Erikson (1968), without an

internalized moral code, adolescents will either develop a
weak ego, or search for a deviant group to which to be
faithful.

By developing their own set of values and morals

and assuming social responsibility, adolescents are able to
achieve behavioral, emotional, and value independence.
Problem Behavior Theory and Adolescence
According to Jessor (1987), "the most basic tenet of a
psychosocial perspective on drinking behavior is that-like
all other learned behavior-it is functional, purposive, and
instrumental toward the attainment of goals" (p. 331).

The

Problem-Behavior Theory is a social-psychological framework
which helps to explain the nature and development of alcohol
abuse, drug misuse, and other problem behaviors.
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Jessor (1987) defines problem behavior as behavior that,
departs from the norms of the larger society both socially
and legally; it is behavior that is socially disapproved by
the institutions of authority and that tends to elicit some
form of social control response whether mild reproof, social
rejection, or even incarceration (p. 332).

Adams, Gullotta,

and Montemayor (1992) discuss problem behavior as a way of
attaining independence from paternal authority and taking
control of one's life.

Locus-of-control, the "I’m in

control" feeling, may surface as an expression of opposition
to the norms and values of conventional society, or it may
serve as a coping mechanism.

Moreover, goals change

throughout the life span as one develops.
lessor's Theory of Problem-Behavior is built on three
systems of psychosocial influence:

The Personality System,

the Perceived Environment System, and the Behavior System.
Each system results in a dynamic state called proneness that
specifies the likelihood of occurrence of normative
transgression or problem behavior.

The concept of

proneness, specifically the occurrence of problem behavior,
is essentially synonymous with the concept of risk (Jessor,
1987).

As noted earlier, problem behaviors usually elicit

some sort of social control response, but it is important to
note their symbolic meaning as well.

There are a variety of

psychosocial functions that can be learned to fulfill the
need for control in the adolescent.

Problem behavior may be
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an outward expression to reach goals that, may seem otherwi.
unattainable.

This may explain adolescent involvement with

sexual activity and adolescent pregnancy as a way of
becoming independent from parental authority and displaying
one's own control.
Jessor (1987) describes problem behavior as an
expression of opposition to the norms and values of
conventional society, and coping mechanisms to deal with
anxiety, frustration, inadequacy, and failure.
The behaviors of drinking, smoking, drug usage, and driving
after drinking all deal with personal identity and the
deviation from societal norms as ways of being "cool.’' or
"macho."

These behaviors are age-graded; that is, certain

behaviors are appropriate once a specific age is reached and
by participating then is a way for some to affirm their
maturity and/or display their transition toward adulthood.
Jessor (1987) states "there is nothing necessarily
irrational, perverse, or psychopathological about young
people engaging in problem behavior; for adolescents, such
behavior can fulfill important goals and can be an essential
aspect of psychosocial development"

(p. 335).

Risk Taking Behaviors During Adolescence
Because most dictionary definitions of risk center
around the phrase "chance of loss," the magnitude ot both
the probabilities and losses will enter into the
determination of the amount of risk which any given course
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of action entails (Siovic, 1964) .

lessor's (1977) theory,

also reported by Alexander et al. (1990), suggests that
drinking, marijuana use, delinquency, and early sexual
iitercourse constitute a syndrome of behaviors that deviates
from expected societal norms for adolescents.

The onset of

these behaviors is preceded by a psychosocial pattern of
conventional attitudes and perceptions.

Studies of high

school and college age populations indicate that adolescents
who place a lower value on academic achievement and have
lower self-esteem, greater tolerance for deviance, less
religiosity, and a greater attachment to the positive
aspects of problem behaviors, are more likely to show this
syndrome than those who do not share the same attitude.
Engagement in any problem behavior increases one's
susceptibility to engage in others.

Jessor's theory

stresses the cognitive aspects of risk taking.

Adolescents

who are prone to engage in risky behaviors are characterized
by a set of shared attitudes, perceptions, and values about
themselves and society (Alexander et al., 1990).
Irwin and Millstein (1986) suggest that the timing of
biological maturation and its effect on other aspects of
development may predict adolescent risk taking.

They

hypothesize that risk taking behavior may be especially
apparent among early-maturing females and late-maturing
males.

The girl who is physically mature at a young age is

likely to need more independence, or to be more involved
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with boys, and to have older friends.

One or all of these

factors may pressure her to experiment, even though she may
still lack the cognitive or emotional skills needed to
perceive the risks and weigh the consequences.

The late-

maturing boy is at risk for different reasons:

at a

distinct disadvantage with his male peers and often seen as
less than masculine and perhaps unathletic, he lacks
confidence and self-esteem.

To prove himself in the eyes of

his peers, he may be highly prone to take risks.
Vernon (1991) declares that early adolescence is a time
of particular vulnerability because of the combination of
rapid physical, emotional, and social changes, and a rapidly
changing society that gives unclear values and mixed
messages.

This tends to peak for girls around twelve years

of age and for boys around fifteen years.

Peer influence

can act on a susceptible adolescent and encourage specific
behaviors.

Because of peer pressure, many youth are tempted

by and succumb to the use of drugs, alcohol, sexual
misconduct, and other hazardous activities.

Peer pressure

is a major contributor to the development of risk taking
behaviors among early adolescents.

Peers become standard

setters (Vernon, 1991; Wilson, 1988).

It is evident that a

number of viable theories have been advanced to explain the
motives for dangerous risk taking behavior.

Adlaff and

Smart (1983) postulate that individuals who are more
impulsive and prone to deviant social behavior are

33

characterized by heavy use of intoxicating substances, which
in turn puts them at increased risk for other risk taking
behaviors and accidents.
Others (Adams, Gullotta, & Montemayor, 1993; Alexander
et a l ., 1990) have studied psychological risks and reported
stress in the environment, high anxiety, and low self-esteem
to be major influences for developing risky behaviors.
These factors cause the adolescent to feel inadequate and to
lose the ability to cope.

This is followed by the need to

seek relief, often through peer acceptance, running away, or
use of drugs and alcohol in order to feel adequate.
Adolescents often choose an action according to how it will
make them feel rather than on the consequences of the
action.

For example, alcohol may be used to seek immediate

gratification and pleasure because it relieves anxiety and
stress.

Alcohol abuse by adolescents has been linked to

violent crimes, suicide, auto accidents, and aggressive
behavior.
Alcohol is the most frequently used substance by
adolescents (Ricket et al., 1990) . As early as age 8,
children are knowledgeable about this substance and usually
view it negatively.

By age 12, however, adolescents are

beginning to view drinking more positively, and by age 15,
many report serious pressures to drink (Ricket et al.,
1990).

It is estimated that over 90% of high school seniors

admit to having consumed alcohol at some point during their

adolescence, with nearly two thirds having consumed this
substance within the previous month (Blum, 1987; 1991 CDF
Report; Ricket et al., 1990; Vernon, 1991).

Blum (1987)

reports that one in seven seniors admits drinking to
inebriation on at least a weekly basis.
m

One of the problems

the prevention of alcohol abuse is the possibility that

providers view the use of this substance as a functional and
normative process that occurs during adolescence (Perry,
1987) .
The widespread misuse of drugs by adolescents puts a
great deal of pressure on youth and their families.

The

rate of cigarette smoking by females has increased over the
years; in 1991, 12 percent of high school senior girls and
12.3 percent of high school boys smoked a half-pack or more
daily (1991 CDF Report).

Drug or substance abuse

encompasses a variety of substances such as alcohol,
tobacco, marijuana, and so-called hard drugs (Elkind,
1990) .
Many reasons exist why adolescents use drugs but the
most immediate in most cases is peer pressure.

Substance

abuse, from the perspective of an integrated personality, is
a foreseeable and avoidable danger.

Although many

youngsters with such a personality may try drugs once, much
as they might try a roller coaster once, drug use remains an
avoidable danger.

But when the young person is hit with

stress from many sides, the peer group pressure is perceived
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differently.

To such young people, going along with the

peei group is a foreseeable but unavoidable risk situation.
The compensatory rationalization is simply "I am grown up
and I have the right to do as I please"

(Elkind, 1990, p.

187) .
Adolescents in the 1990s are growing up in a society
where the focus has changed from the stable family life to
that of fast pace and increased productivity.

Adolescents

today experience more stress than in the past and must do so
with minimal family support that offers little security
(Hicks, 1990 ; Vannatta, 1994) .

Because of this the

adolescent uses an array of escape alternatives such as
television, drugs, alcohol, sex, and suicide (Curran, 1987;
McGovern, 1991).
Vannatta (1994) states that suicide activities in the
adolescent are on the rise.

In 1985 the National Centers

for Disease Control reported suicide to be the second
leading cause of death among adolescents.

Although risk

taking behaviors are common in the development of
adolescence, it is important to differentiate between normal
transitional risk-taking behaviors and self-destructive
behaviors where there are no positive consequences
(Baumrind, 1987).

A primary outcome of self-destructive

risk-taking behaviors is alienation (Calabrese, 1987).
According to Curran (1987) social isolation and feelings of:
alienation have been implicated in many studies as an
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important factor in suicidal behav iors.

It has been shown

that students who are engaging in risk-taking behavior are
also at greater risk for depression and suicide (Vannatta,
1994).

In addition these adolescents who are depressed or

suicidal are very likely to express themselves through risktaking behaviors (Emery, 1983, p. 251).

Adolescents feel

they may lose popularity if they are depressed so to mask
these feelings, engaging in actions that are risky in nature
might elicit attention and approval from peers.

In

actuality these behaviors are usually self-destructive and
lead to further alienation.

The most prevalent syndrome of

suicidal tendency is depression; thus risk-taking behaviors
may be expressions of the suicidal youth (Adcock et al,
1991; Emery, 1983; Hicks, 1990; Vannatta, 1994).

Suicide

has become the second leading cause of death among youth
today (Vannatta, 1994; Vernon, 1991).
Bell and Bell (1993) say that the perception of
invulnerability and adolescence often have been closely
linked, with the assumption that adolescents do not have the
basic knowledge about health, illness, and risk to discern
danger.

Again this relates back to the personal fable issue

that "it won't happen to me."

Injuries in the adolescent,

like diseases, do not occur at random.

Ricket., Jay, and

Gottlieb (1990) report that adolescents represent one of the
populations most at risk because of the high injury fatality
rate.

The sequel of invulnerability is evident.

Statistics

show that 87.9% of adolescents are not consistently using
seatbelts (Ricket, Jay, & Gottlieb, 1990).

Motorcycle-

related injuries are common during adolescence as well
(Riley, 1975) .

As expected, adoption of helmet laws

coincides with decreases in the fatality rate, and the
repeal of these laws results in increases (Watson, Zador, &
Wilks, 1981) .
Bell and Bell (1993) introduced a model of voluntary
risk taking termed "edgework."

Another study by Lyng (1990)

aligns edgework to activities that typically involve the
' ocess of negotiating the boundary line between life and
death, consciousness and unconsciousness, sanity ana
insanity, or any other dramatic experiential expression of
the line between order and disorder.

The concept of

edgework refers to a collection of sensations that typically
is associated with a wide range of risk-taking activities.
The feelings of "self-actualization" or "self-determination"
in their confrontation with the edge are evident (Bell &
Bell, 1993).

Critically related to these activities is the

concept of helmet use on motorcycles and recklessness in
driving automobiles where there is choice involved in the
voluntary risk taking.

Ninety-two percent of motorcycle

riders report never wearing a helmet, and a great majority
never report using a light at night.

This risk-taking

behavior, which is seen as of low concern by many
adolescents, represents an obvious concern that may endanger

their health (Rickert, Jay, & Gottlieb, ly-lO).

vet

form of risk taking behavior is the use of anal

•w,i.1 .t

• steroids

which has received increased attention with the height
athletic competition among adolescents.

aed

Considered an

abused substance among adolescents, researchers estimate
usage in the range of 5 to 11% (Maloney, McGune & Daniels,
1989).

The use of these substances primarily appears in the

male athlete.

The most frequent reasons cited for using

steroids are to increase muscle size, strength, shape, and
personal appearance, and to improve overall athletic
performance (Komoroski & Rickert, 1992; Rickert, Jay, &
Gottlieb, 1990) .
Adolescence itself leads to an increase in selfconsciousness and concern with one's own physical
appearance.

Large numbers of adolescents exhibit many of

the abnormal eating attitudes and behaviors ordinarily
associated with the diagnosis of an eating disorder such as
anorexia and bulimia nervosa (Fisher, Schneider, Peg 1er, &
Napolitano, 1991; Rickert et al., 1990) .

These abnormal

eating behaviors are an effort to deal with concerns of body
shape, size, and weight.

Even young children are aware of

their body's shape, most notably the amount of body fat
(Maloney, McGuire, & Daniels, 1989).

Fisher et a l . (1990)

suggest that several studies have shown that girls with
dieting or purging behaviors are more likely than their
peers to participate in other health-risk behaviors, such as

substance use or sexual activity, and to exhibit other signs
cl

psychological difficulties, including low so!f esteem

and/or high levels of anxiety (p. 378).
Adolescent Sexuality and the Search Lot identity
Adolescence may be described as a time of
biopsychosocial ferment (Bomar et al., 1989).

In addition

to adapting to profound bodily changes, adolescents must
learn to establish relationships with peers of both sexes,
integrate changing body image into self-concept and sexual
identity, and deal with new role expectations,
responsibilities, and greater autonomy.
Sexuality is part of the search for identity.
Adolescents experiment with roles that make them feel more
(or less) manly or womanly.

They establish romantic or

sexual relationships, or both, in the hope of self-discovery
through one another.

Sexual risk taking or experimentation

helps adolescents to feel recognition as sexual beings,
and helps answer questions regarding their normalcy
(McDowell & Day, 1987).
In a study of teenage childbearing in the United
States, France, the Netherlands, Sweden, England, and
Canada, Schorr (1988) found that in each of the six
countries, the young women most likely to bear children were
adolescents who have been deprived, emotionally as well as
economically, and who unrealistically seek gratification and
fulfillment in childbearing.

Rapid and significant: developmental adjustments create
a variety of stresses and problems that affect adolescent
health.

Contributing risk factors are a lack of problem-

solving skills, rigid and inflexible family values,
conflicts between parents and children, and dare-devil risk
taking attitudes.
parents

Further conflict results from the

feeling that adolescents' sexuality must be

controlled by the parents.

Adolescents want to hear about

sexuality, but decry preaching or moralizing, and may rebel
against coercion (Bomar et al., 1989).
Problems Associated With Adolescent Pregnancy
One of t.he most significant consequences of adolescent
sexual impulsivity and experimentation is pregnancy.
Researchers maintain that the lack of knowledge in the areas
of human anatomy and physiology, contraception, and sexually
transmitted diseases increase this problem for adolescents
(Sapala & Stroksch, 1981) .

Fury (1986) reported that girls

who first have intercourse at age fifteen or younger are
almost twice as likely to become pregnant within the first
six months of sexual activity than are those who wait until
age eighteen or nineteen.

This may be related to both their

ignorance about methods of birth control and to theii" level
of overall maturity.

"They simply don't understand--or

rather, don't believe the cause and effect relationship
[between sex and pregnancy].

They think it will never

happen to them" (Fury, 1986, p. 157).
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Pregnancy in adolescent students is one of the major
school health problems in the United States today.
Adolescent pregnancy, with its often significant adverse
consequences for the teenage parents, their offspring, and
for society as a whole, translates into a significant public
health problem and exemplifies the need for comprehensive
health education programs (Rubin & Nair, 1987).

The teen

must gain knowledge of reproduction and contraception along
with enhanced self-esteem, self-awareness, assertiveness,
and improvement in interpersonal communication and decision
making skills.
Unwed adolescent pregnancies do not occur at random,
but rather among those already socially and economically "at
risk" (Raymond, 1990).

Among black, white, and Hispanic

adolescent women, those with poor academic skills and from
poor families are five to six times as likely to have a
child as their middle-class peers.

It is the interaction of

poor academics, poor economic level, and low self-esteem
that produces the "at risk" adolescent.

Solving the teen

pregnancy problem will not solve the concomitant poverty
problems, but attacking the problem will "buy the girl time"
that can be used to reinforce the "other markers" of
adulthood--job and marriage--in a sequence that impacts
positively on the individual.

Public policy should focus on

improving access to health care and revising living
standards for the "at risk" adolescent

(Raymond,

I'm;)
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Risk-mitigating strategies can be cla r itied by ixplor ing

v1

relationship of risk-enhancing factors.
Summary
Adolescents engage in many questionable behaviors, and
these behaviors have significant potential for adverse
health and social outcome.

The risk-taxing of adolescence

may or may not be deliberate.

The "chance of loss” from the

behaviors may or may not be perceived, based on the ego
strength and decision-making acumen of the individual.
Adolescents no less than adults, but with less experimental
background, face problems and decisions every day of their
lives.

Without an internalized moral code, adolescents will

either develop a weak ego or search for a peer group to
which to be faithful (Erikson, 1968).

Jessor (1987)

describes this as problem-behavior which is learned and is
functional and purposeful toward attaining a goal.

Whether

the behavior is alcohol or drug abuse, use of tobacco,
sexual promiscuity, or other risky behavior, it tends to
elicit some form of societal control response.

Risk-

mitigating strategies can be clarified by determining the
relationships between risk-enhancing factors.
This study is intended to explore the relationship
between various self-reported behaviors and sexual behaviors
in North Dakota juniors and seniors in high school.
correlates have already been documented:

alcohol,

marijuana, delinquency, and early sexual intercourse

Certain
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(Alexander, et al ., 1991); peer pressure as a nujui
contributor to risk-taking (Vernon, 1991; Wilson, 1988);
viewing alcohol as being "positive" as adolescence
progresses (Blum, 1987; Ricket et al., 1990); social
alienation/isolation and related suicide among teens
(Curran, 1987; Vannatta, 1994); adolescent risk-factors
increase with self-perception and academic achievement
decreases (Johnson, 1993); dieting or weight-purging
behaviors and substance abuse or sexual activity (Fisher et
a l ., 1990); emotional and/or economic deprivation and
adolescent pregnancy (Schorr, 1988); and lack of knowledge
of adolescents in the areas of human anatomy, physiology,
contraception, and sexually transmitted diseases.

Further,

the younger the age of first intercourse, the more
likelihood of pregnancy (Fury, 1986).
What all these factors imply, of course, is that
questionable behaviors during adolescence, most notably as
related to sexual behavior, result in one of the most
challenging socio-health problems in America today.

There

has unfortunately been a lack of emphasis and study of the
antecedent factors--the risk factors that trigger the sexua
activity and subsequent pregnancy (Panzarine & Santelli,
1987) .
The present study is an attempt to clarify concomitant
activity via statistical treatment of "risk-taking"
variables that unfortunately signal some "real life"
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tragedies.

Through analysis of the risk behaviors, this

study will assist in defining the parameters for antecedent
education, symptom identification and program planning that
will turn "edgework11 (Bell & Bell, 1993) into
maturity (Elkind, 1990) .

integrated-

CHAPTER III

METHODOLOGY
In this chapter, a discussion of the sample and data
collection methods is presented followed by a description of
the research instrument and data analysis.
Description of Instrument
The Youth Risk Behavior Survey (YRBS) was developed by
the Division of Adolescent and School Health (DASH),
National Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control (CDC) in
collaboration with representatives from 71 state and local
departments of education and 19 other federal agencies.

The

YRBS focuses on priority health-risk behaviors established
during youth that result in the most significant mortality,
morbidity, disability, and social problems during both youth
and adulthood.
The North Dakota Youth Risk Behavior Survey contained
ninety multiple choice questions.

The risk behaviors were

divided into seven categories including demographics.
categories were:

The

behaviors that result in intentional and

unintentional injuries; drug and alcohol use; tobacco use;
sexual behaviors; self perception of body image; dietary
behaviors; and physical activity.
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Questions 1-5 were demographics including age, sex,
grade level, and race of the respondent.

Questions 6-23

were behaviors that result in intentional and unintentional
injuries.

This section measures the frequency with which

students wear seatbelts when riding in a motor vehicle, the
frequency of helmet use when riding a motorcycle or bicycle,
the frequency with which students ride as a passenger or
driver in a motor vehicle operated under the influence of
alcohol or drugs, unsupervised swimming, weapon usage, the
frequency and severity of physical fights, and frequency of
suicides and the seriousness of those attempts.

Questions

24-34 measure smoking experimentation, current smoking
patterns, age of initiation, and attempts at quitting.

This

section also includes questions about smokeless tobacco use.
Questions 35-49 relate to alcohol and other drug use.

These

questions measure frequency of alcohol use, age of
initiation of drinking, and frequency of heavy drinking.
Also in this section there are questions measuring the
frequency and age of initiation of marijuana and cocaine
use.

Questions 50-64 relate to sexual behaviors.

These

questions measure the prevalence of sexual activity, number
of sexual partners, age at first intercourse, arid alcohol
and drug use related to sexual activity.

The use of

contraception is asked along with whether a student has been
pregnant or gotten someone pregnant.

These questions also

measure whether students have received HIV education and
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whether students talk about HIV infection with parents or
other adults.

In addition these questions measure condom

use and identify students who 1 ave been medically diagnosed
with a sexually transmitted disease (STD).

Questions 65-68

measure self-perception of and efforts to modify body
weight, including behaviors chat may lead to eating
disorders and other health problems.
the dietary behaviors.

Questions 69-81 are

They measure food choices.

Lastly,

questions 82-90 measure participation in physical activity.
The purpose of the YRBS was to monitor priority healthrisk behaviors contributing to leading causes of mortality,
morbidity, and social problems among youth in North Dakota.
As reported by Johnson (1993), these behaviors were selected
based on mortality causes of persons aged one to twenty-four
years.

Questions regarding these behaviors, then, became

part of the Youth Behavior Survey.

(See Appendix A for a

copy of the survey.)
In the spring of 1990, 31 state (SEA) and local (LEA)
education agencies first used the questionnaire.
was used by 39 SEAs and LEAs.

In 1991 it

It was also used to assess

the prevalence of health-risk behaviors among a nationally
representative sample of high school students in 1990 and
1991.

Beginning in 1991, these national, state, and local

school-based agencies were encouraged to conduct the YRBS
biennially on odd numbered years using the self-administered
questionnaire (Johnson, 1993).
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A very important aspect of this survey is that it
monitors progress in achieving 26 national health objectives
for the year 2000.

Results of the survey are used to

determine wnere there is a need for comprehensive school
health programs and to focus objectives targeting greatest
needs in relation to leading causes of mortality and
morbidity in youth.
As previously stated, the questionnaire contained
ninety questions followed by two or more multiple-choice
answers (Appendix A).

For each of the ninety questions the

student was instructed to fill in only one circle on the
answer form provided and to use a number 2 pencil.

The

answer was to reflect his/her honest and most accurate
response in accordance with his/her feelings.

The student

was not required to answer the survey and was told to use no
names on the questionnaire or answer sheet to preserve
anonymity.
Truthfulness is an ethical consideration in virtually
all aspects of life.

There is an emerging assertiveness by

adolescents to prove their independent, decision-making
ability that is sound in judgment and knowledge.

An

increased sense of involvement in adult-like situations
generates the need for the adolescent to become responsible,
accountable, and authentic.
truthfulness is essential.

In order to achieve this goal,
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Self-reports continue to be the most widely used
method of data gathering in adolescent surveys.

Swadi

(1990) states "researchers in the field of behavioral
sciences are faced with the problem of obtaining truthful
and accurate information especially when the behavior in
question is either embarrassing or socially undesirable"
(p. 473).

Also reported is a study by Edwards (1957) which

stipulates that the more socially unacceptable the behavior,
the less likely the adolescent is to admit involvement.
When doing research such as this it is a shared concern
that some of the respondents will mislead on surveys,
respondents deliberately choose answers that they know are
incorrect.

Newcomer and Undry (1988) posit that researchers

have suspected that the more sensitive the question, the
more reason there is for concern.

They further state that a

repertoire of techniques has been developed to evaluate the
effectiveness of the study.

Essentially all rely on finding

an acceptable external criterion of which to evaluate the
responses.
Anonymity and confidentiality can affect the validity
of a study as well.

It is very important in a self-

revealing study to go to great lengths to ensure both
anonymity and confidentiality.

A very important aspect

stated in the directions of this particular survey was that
the respondents had the choice of not responding to the
items.

Johnston and O'Malley (1985) believe this choice
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enhances trust and confidentiality along with a willingness
to participate.

For the purposes of this study, it is

assumed respondent answered truthfully.

However, efforts

were made to identify exaggerators and respondents with
inconsistent response patterns.

Forty-seven surveys were

eliminated due to unscannable answer sheets, while 178 were
eliminated for exaggerated or illogical responses.
Students taking the survey were instructed to put

heir

completed answer sheet in individual envelopes provide

to

them and to seal the envelope and return it to the sut

y

administrator.

The surveys were then placed in a large

envelope and sealed.
Data Measurement and Collection
In February 1992, a letter from Dr. Robert Wentz, North
Dakota State Health Officer (Appendix B), was sent to all
North Dakota school superintendents and principals informing
them the State Department of Health would be conducting the
Youth Risk Behavior Survey in March, 1992.

The survey would

be used to monitor the progress toward the Department of
Health and Human Services Year 2000 Objectives for the
Nation (Appendix B).

The letter indicated each school

district would receive the survey in early March.

Schools

were encouraged to participate as they could use the results
of these data to evaluate their Drug Free School Program
(Johnson, 1993, p. 47).
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When the surveys were sent out to the schools, the
administrators were given the latitude as to when and how
the surveys would be administered.

No special training was

given to the teachers.
As stated above, students taking the survey were
instructed to put their completed answer sheet in individual
envelopes provided to them, to seal the envelope, and to
return it to the survey administrator.

The surveys were

then placed in a large envelope and sealed.
assured.

Anonymity was

The completed surveys were mailed to the Bureau of

Educational Services and Applied Research at the University
of North Dakota for processing and analysis.
Data Analysis
For the purposes of this study, descriptive analysis
was conducted to provide frequencies and percentages of
responses for selected individual items on the survey.

The

independent variables in this study were the at-risk
variables, intentional and unintentional injuries, drug and
alcohol use, tobacco use, unhealthy lifestyle practices
(eating and exercise), acting out behaviors, suicidal
behaviors, and self perception to body image.

Sexual

activity was the dependent variable.
For both, items considered for independent and
dependent variables, factor analysis was used to determine
items common to each factor and to create homogeneous and
unique variables.

The major purpose of this factor analysis
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was to reduce a large set of variables to a smaller, iiiorc
manageable set.
Most factor analyses consist of two separate phases.
The first step is to condense the original variables into a
smaller number of factors.
extraction.

This is called factor-

The goal in this step is to find clusters of

highly interrelated variables.
rotation.

The second step is factor

In this step the factors are manipulated in such

a way that the results can be interpreted by the researcher.
Typically, factor analysis is used to reduce a large number
of variables or items to a manageable number of variables
for subsequent analysis.
in this study was varimax.

The form of factor rotation used
Varimax rotation is a method of

orthogonal rotation which simplifies the factor structure by
maximizing the variance of a column of the pattern matrix
(Kim & Mueller, 1978) .
Exploratory factor analysis determined initially the
potential factors.

It is considered exploratory since there

were no hypothesized factors in advance of the analysis.
Confirmatory factor analysis was used to determine if these
factors generated from the exploratory analysis were stable
across a different set of respondents.

This, in t^rn,

provides a basis for makixig an inference about the specified
population based upon data from the sample.

The purpose of

the overall analysis was to create primary main effect
variables.
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Reliability analysis then established internal
consistency of the identified factors.

When assessing

internal consistency, investigators commonly use several
methods.

The most common approach to estimating internal

consistency is Cronbach's alpha (Horn, 1980).

Alpha

correlates each individual item with each other item and the
overall score, thus giving an overall measure of the
consistency with which the score on an item can be used to
predict the overall attribute being measured (Woods &
Catanzaro, 1988) .
Canonical correlations between the independent and
dependent variables for the total sample of 11th and 12th
grade stur ents were then calculated.

Following the

canonical analysis results, regression analysis and stepwise
regression procedures were performed to identify significant
predictors of the dependent variables.

Multiple regression

analysis is a method for studying the effects and the
magnitudes of the effects of more than one independent
variable on one dependent variable using principles of
correlation and regression (Kerlinger, 1973).

In simpler

terms, multiple regression allows the researcher to use more
than one independent variable to explain or predict a single
dependent variable.

Multiple regression was used then, to

examine which of the independent variables predicted the
dependent variables.
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After the tests were performed on the total selected
sample, canonical and regression analyses were calculated on
the male and female sample of 11th and 12th grades.

The

results were contrasted to identify differences between male
and female respondents.

CHAPTER IV

RESULTS
The purpose of this study was to determine the
relationship between self-reported risk behaviors and sexual
behaviors in 11th and 12th grade males and females in North
Dakota schools.

It is important to understand that the

behaviors discussed in this chapter and following are selfreported by the adolescent and are not actual behaviors.
The following sections are included in this chapter:

a

description of the sample on related characteristics, the
results of the factor analyses to establish independent and
dependent variables, the reliability analyses to determine
internal consistency of the factors, canonical correlation
analysis to establish the relationships between the
independent and dependent variables, and the results of the
regression analyses to identify the predictors of sexual
behaviors.

Also, results of canonical and regression

analyst's for males and females were compared and contrasted.
For the purposes of this study, statistical significance for
the relationships was set at the .01 level.
Description of the Sample
This secondary analysis of data collected from the
North Dakota Youth Risk Behavior Survey focused on students
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in grades 11 and 12.

The original results for the total

sample have been published by the North Dakota Department of
Health and Consolidated Laboratories (1994).

One hundred

sixty of the possible 242 school districts in the state of
North Dakota (66%) participated in the original study.

Data

were gathered from public, parochial, private, and Bureau of
Indian Affairs schools.

The target population for the

present study included 35,164 students in grades 9-12;
19,992 students actually participated.

For the purposes of

this study, however, the number of students in grades 11 and
12 who participated in the study was 7,699. approximately
45% of the total population of 11th and 12th graders in that
school year.
Respondent demographic information for 11th and 12th
graders is presented in Table 1.

Just over half of the

students were in grade 11 (52.3%); grade 12 was represented
by 47.7% of the students.
17 (48.1%).

The majority of respondents were

Females in the sample numbered 3,741 (48.7%)

compared to 3,945 males (51.3%) . The majority of the
respondents were white (91.3%) with 352 Native Americans
(4.6%) and 317 respondents who marked the "other" category
for ethnicity (4.2%).
Selected behaviors of students included in this study
were alcohol use, drug use, tobacco use, frequency of
violence, and sexual behaviors.

A summary of these data are
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Table 1
Demographic Information for Survey Respondents (Grade, Age,
Gender, and Ethnicity)

(N=:7699)

CHARACTERISTICS

N

Q,

Grade
Eleven
Twelve

4025
3674

52.3
47.7

15
16
17
18

31
1330
3699
2623

0.3
17.3
48.1
34.1

3741
3 94 5

48.7
51 3

7010
352
317

91.3
4 6
4.2

Age
years and younger
years
years
years

Gender
Female
Male

.

Ethnicity
White
Native American
Other

.
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presented in Tables 2 through 4.

Approximately 66% of the

students reported using alcohol in the past 30 days.

About

21% stated they used alcohol one to two days of the past
thirty days.

Eighteen percent indicated a range of three to

five days in which they had had at least one drink in the
last 30 days.

This compares to 27% who used alcohol six or

more days during the past 30 days.
In terms of drug use, 6.8% of the respondents had used
marijuana in the past 30 days.

Three hundred sixty six

students (4.8%) had used marijuana one to nine times .in the
past month compared to 2.1% of the students who had used it
10 or more times in the past 30 days.
less than that of marijuana.

Use of cocaine was

Approximately 3% of the

students had used it during the past month.

Likewise, crack

or freebase had been used by 3.1% of the r tspondents over
their lifetime.

Use of other illegal drugs was reported by

10.3% of the sample.

A small percentage of respondents

(2.8%) had used steroids.
Tobacco use was reported more frequently than use of
drugs.

Approximately one third (33.8%) reported using

cigarettes daily in the past 30 days.

Chewing tobacco or

snuff was used by 18.2% of the respondents in the past 30
days (Table 3).
Frequency of violence-related behaviors reported by
respondents included that of carrying weapons, physical
fj.gh.ting, and suicide attempts.

About one fifth of the

Table 2
Student Behaviors:

Alcohol Use:

Alcohol and Illegal Drug Jse

Days with at least 1 drink during past 30 days:
%

0
1-2
3-5
6-9
10 +

33.9
20.7
18.3
14.8

days
days
days
days
days

Drug Use:

Frequency of use during past 30 days
Mariiuana

Cocai;

Q,

0
1-2
3-9
10 +

times
times
times
times

Other Drugs:

0
1-2
3-9
10 +

o

%

93.2
3.3
1.5
2.1

97.7
0.6
0.4
1.0

Frequency of life rue

times
times
times
times

Crack/
Freebase

Oth'-r Illegal
Druas

Steroids

%

%

%

97.7
1.4
0.4
1.3

89.8
4.0
2.5
3.8

97.2
0.9
0.4
1.5

students (21.7%) carried weapons to school during the past
30 days.

One third of the respondents (32.6%) reported

fighting physically during the past 12 months.

Suicides

were attempted by 7.8% of the respondents during the past 12
months (Table 4).
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Table 3
Student Behavjors:

Cigarettes:

Tobacco Use

Frequency of daily use during past 30 days

None
<1
1
2- 5
6-10
11-20
>2 0

66.2
5.5
5.0
13.8
4.5
3.8
1.2

Chewing tobacco:

Type of use during past 30 days
%

None
Chewing tobacco only
Snuff only
Both

81.8
4.9
7.3
6.0

Results of the students' rr .aonses to the sexual
behavior items are presented in Table 5.

Almost 60 percent

(58.9%) of the students reported having experienced sexual
intercourse.
against

Emotional/physical control to force sex

.eir will was reported by 11.4% of the respondents.

Approximately 18 percent (17.8%) reported that they had used
drugs and/or alcohol before having intercourse.

For most

students, the age of first sexual intercourse was 16 years
(17.0%) while 13.9% reported their first experience of
sexual intercourse was at age 15.

Three percent reported

having had sex prior to 12 years of age.

Seven percent were

between 12 and 14 years of age when they first experienced
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Table 4
Student Behaviors:

Carry weapons:

Frequency of Violence

Frequency during past 30 days

None
1 day
2-3 days
4-5 days
6
1- days
Physical fight:

78.3
3.8
5.2
2 . 0

10.7
Frequency during past 12 months

None
1
time
2-3 times
4-5 times
6-7 times
8 +
times
Suicide:

67.5
13.3
10.9
3.4
1.2

3.8

Frequency of attempts during past 12 months

None
1
time
2-3 times
4-5 times
6 + times

92.2
4 . 4

2.0
0.4
1 . 0

intercourse, compared to 10.9% who were 17 years or older.
About 40 percent (41.2%) indicated they had not had
intercourse.

Having had six or more partners in their

lifetime was reported by

1 0

.6 % of the respondents and

1

.6 %

reported six or more partners in the past three months.

In

terms of one to two partners, 32.5% marked these categories
for life experiences as compared to 38.0% during the past
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Table 5

student Sexual Behaviors

History
of
Intercourse

Yes
No
None

Sexual
Intercourse

Emotional/
Physical
Control for Sex

Drugs/Alcohol
Before Sex

%

%

%

58.9
41.1
--

11.4
47.0
41.6

17.8
40.5

41.7

Age of first sexual intercourse
Never had intercourse
Less than 12 years
12 years
13 years
14 years
15 years
16 years
17 or more years

41.2
3.0
1.8
4.2
8.0
13.9
17.0
10.9

Number of partners
In life
%
None
Not in past 3 months
1
2
3
4
5
6 or more
-L

41.2
21.8
10.7
7.6
4.5
3.5
10.6

Past 3 months
%
41.2
16.8
32.7
5.3
1.6
0.6
0.3
1 6
.
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three months.

Three to five partners were reported by 15.6

for life and 2.5% for the past three months.

One or more

pregnancies/impregnations were reported by 5.2% of the
students.
Results of the Factor Analyses
Factor analysis was used to reduce the large number of
items in the survey (90 items) to fewer or more basic
variables.

Factor analysis determines the existence of

underlying relationship patterns among selected continuous
variables.

These observed correlations are then examined to

determine if a smaller number of hypothetical factors can be
identified.

Alpha factoring was used in the present study

because the items on the survey were considered to be a
sample from the universe of possible items.

Two kinds of

factor analyses were also performed on two separate half
samples; that is, on the even number and odd number of
students.

Initially, exploratory factor analysis was used

with the even numbered students to identify the initial
potential factors.

Confirmatory factor analysis was used

with the other half of the respondents to determine if these
factors were stable.

To be included as a factor in this

study, each factor needed to have an eigenvalue greater than
one and needed three or more items to load on that factor.
Varimax rotation, a procedure of orthogonal rotation used to
simplify factor structure and maximize matrix column

64

variance, produced five independent and two dependent
factors.
Factor Analysis Results for the Independent Variables
The results of the factor analysis on 47 items
considered as independent variables of the survey are
presented in Tables 6 through 10.

The confirmatory factor

analysis substantiated the factors identified by the
exploratory analysis.

After an analysis of the content of

the items loading on each factor, the five independent
unidirectional factors were labeled as follows:

The use of

soft drugs (tobacco and alcohol), the use of hard drugs
(crack, cocaine, marijuana), unhealthy lifestyle practices
(bad eating habits and lack of exercise), acting out
behaviors (motorcycle use, chewing tobacco, and use of
weapons), and suicidal behaviors.
The results for the first factor are presented in
Table 6.

A high score on this factor indicates that the

person is a frequent and/or heavy user of soft drugs, This
first factor accounted for 50.9% of the variance in the
correlation matrix.

Based on the analysis of these items,

the factor was named use of soft drugs in that most items
related to the use of tobacco and alcohol.
The second factor explained 15.7% of the variance in
the correlation matrix.

This factor was named the use of

hard drugs in that factor included items which pertained to
the use of illegal drugs, specifically cocaine, crack, or
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Table 6

Factor Loadings for Exploratory. Confirmatory. and Total
Factor Analysis for the First Factor:
Independent Factor I:
Item #
30
29
36
39
37
38
27
31
25
26
28
24
11
12
35

The Use of Soft Drugs

Description

Freq past 30d # cigarettes/day
Past 30d # cigarettes
In life # days at least 1 drink
Frequency drunk past 6 months
Past 30d at least one drink
Past 30d # days with 5+ drinks
Smoked cigs regularly past 30d
Trxed to quit cig past 30 days
Thoughts of quitting past 30 days
Age cigarette first time
Age first cigarette regularly
Ever try cigaret te
Past 30d in car/person drinking
Past 30d drive drinking
Age first drink of alcohol

marijuana.

The Use of Soft Drug,

Exp

Conf

Total

.77
.76
.67
.60
.59
.57
.67
.67
.65
.63
.61
.57
.50
.47
.48

.71
.70
.72
.67
.69
.69
.59
.60
.61
.61
.54
.57
.60
.57
.53

.74
.74
.71
.65
.65
.64
.64
.63
.63
.62
.58
.57
.56
.53
.50

These factor loadings are presented in Table 7.

A high score on this factor indicates that the respondent is
a frequent and/or heavy user of hard drugs.
The third factor accounted for 15.5% of the variance
in the correlation matrix.

This factor was named unhealthy

lifestyle practices; all items related to nutritional and
exercise habits (Table 8).

All items in this grouping were

reverse coded; i.e., a high number value indicates an
absence or lack of the behavior.

Therefore as a result of

the reverse coding, a high score on this factor indicates
that the respondent has poor eating and/or exercise habits.
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Table 7

Factor Loadings for Exploratory, Confirmatory, and Total
Factor Analysis for the Second Factor:

The Use of Hard

Drugs

Independent Factor 2:
Item #

The Use of Hard Drugs

Description

Exp

Conf

Total

44

Freq used cocaine/life

.85

.81

.84

46

Freq used crack or freebaso in life .81

.85

.84

45

Past 30d freq any form cocaine

.79

.81

.81

43

Age tried any form of cocaine

.75

.77

.77

42

Freq marijuana past 30d

.67

.72

.71

48

Freq used steroids in life

.67

.71

.69

41

Freq marijuana use

.57

.64

.64

47

Freq used illegal drugs in life

.59

.64

.61

40

Age first tried marijuana

.52

.56

.57

The fourth factor accounted for 10.5% of the variance
in the correlation matrix.

This factor was named acting out

behaviors; all items related to riding motorcycles, using
chewing tobacco, and carrying weapons (Table 9).

A high

score on this factor indicates that the respondent is
involved frequently in these acting out behaviors.
The fifth factor accounted for 7.5% of the variance in
the correlation matrix.
behaviors.

This factor was named suicidal

These items, as presented in Table 10, all

Table 8

Factor Analysis for the Third Factor:

Unhealthy Lifestyle

Practices

Independent Factor 3: Unhealthy Lifestyle Practices
Exp Conf Total
Item #
Description
82

Freg vigorous exercise past 7 days

.56

.64

.57

83

Freq stretching exercise past 7 days .58

.61

.57

84

Freq toning exercise past 7 days

.52

.55

.50

69

Yesterday did you eat fruit

.40

.44

.46

Freq ride bike past 12 months

.49

.36

.43

88

Play sports in school past 12 mo.

.41

.44

.41

70

Yesterday did you drink juice

.26

.33

.34

10

Freq bike helmet use past 6 mo.

.39

.30

.33

80

# times eat breakfast past 7 days

.58

.28

.32

89

Play sports past 12 months

.31

.32

.32

72

Yesterday did you eat vegetables

.30

.28

.29

75

Yesterday did you eat dairy products .30

.25

.27

71

Yesterday did you eat salad

.21

.27

.26

9

relate to consideration, plans, attempts, or injury relate
to suicidal behaviors.

A high score on this factor

indicates that the respondent has strong suicidal
tendencies.
Based on this analysis, the most significant factor
was the use of soft drugs.

While use of hard drugs also had

Table 9

Factor Loadings for Exploratory, Confirmatory, and Total
Factor Analysis for the Fourth Factor:

Item #

7

Independent Factor 4:
Description

Acting Out Behaviors

Acting Out Behaviors
Exp Conf

Freq ride motorcycle past 12 months

Total

.46

.45

.45

90

Freq mouthguard in sports past 12 mo .45

.38

.42

33

Past 30d used chewing tobacco

.42

.34

.39

73

Yesterday did you eat meat

.28

.41

.37

14

Freq carried weapon past 30 days

.34

.32

.35

Freq of seatbelt use

.37

.29

.33

6

Table 10
Factor Loadings for Exploratory, Confirmatory, and Total
Factor Analysis for the Fifth Factor:

Independent Factor 5:
Item #

Suicidal Behaviors

Suicidal Behaviors

Description

Exp

Conf

Tota

20

Past 12 months consider suicide

.31

.58

.58

21

Past 12 months suicide plan

.35

.60

.58

22

Freq attempt suicide past 12 months

.56

.56

.57

23

Injury suicide past 12 months

.41

.43

.46
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high loadings, fewer items loaded on this factor.
Subsequent factors had considerably lower loadings than did
the first two factors.
Factor Analysis Results for the Dependent Variables
Factor analysis was performed on the nine items
dealing with sexual activity.

The exploratory and

confirmatory factor analysis were quite similar.

Two

dependent factors were found and named sexual activity and
promiscuity.
analysis.

Table 11 presents the results of this

Exploratory, confirmatory, and total factor

loadings are delineated for each factor.
The first factor accounted for 92.7% of the variance
in the correlation matrix.

Based on the analysis of these

items, the factor was named sexual activity in that all
items loading on this factor related to sexual activities,
such as having experienced sexual intercourse, contracted a
sexually transmitted disease, used condoms, used alcohol or
drugs before having sex, used emotional or physical control
for sex, and had a pregnancy or impregnation.
The second dependent factor was labelled promiscuity.
This factor accounted for 7.2% of the variance in the
correlation matrix.

Items in this factor pertained to

number of people with whom the respondent had had
intercourse, age at the first time of sexual intercourse,
and the number of partners within the last three months.
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Table 11

Factor Loadings for Exploratory, Confirmatory, and Total
.
Lactor Analysis for the Nine Sexual Activity Items

Dependent Factor 1:
Item #

Sexual Activity

Description

Exp

Conf

Total

55

Had sexual intercourse

.90

.89

.90

64

Told by medical person had STD

.84

.82

.83

61

Use of condom last time

.83

.82

.83

60

Use of alcohol/drugs before sex last

.74

.74

.74

58

Use of control for sex

.74

.73

.74

63

Freq of pregnancy or impregnation

.57

.58

.58

1st

2nd

Full

Dependent Factor 2:
Item #

Promiscuity

Description

57

Number of people had sex with

.82

.82

.82

56

Age sex first time

.73

.70

.71

59

Number of people had sex with
past 3 mo

.65

.68

.66

Reliability Results for Independent and Dependent Factors
Factor score reliabilities were computed for the five
independent and two dependent var ':'les.

Alpha coefficients

for independent variables ranged from .56 to .92.
variable alpha coefficients were .96 and .87.

Dependent

The discrimination indices for each item for the
independent and dependent factors are provided in Table 12.
For independent factor 1, The Use of Soft Drugs, the
discrimination indices ranged from .51 to .73 and the
analysis produced a coefficient alpha for the factor of .92.
Independent factor 2, The Use of Hard Drugs, had
discrimination indices ranging from .40 to .83 with a
coefficient alpha of .91.

Discrimination indices for

independent factor 3, Unhealthy Lifestyle Practices, ranged
from .19 to .56 with an alpha coefficient of .71.
Independent factor 4, Acting Out Behaviors, had
discrimination indices of .11 to .45 with an alpha
coefficient of .56.

Discrimination indices for independent

factor 5, Suicidal Behaviors, ranged from .13 to .56
producing an alpha of .67 (see Table 12).
The two dependent factors had higher alpha coefficients
and discrimination indices.

For dependent factor 1, Sexual

Activity, discrimination indices ranged from .76 tc .97 with
an alpha coefficient of .96.

Dependent factor 2,

Promiscuity, had discrimination indices which ranged from
.71 to .80 with an alpha coefficient of .87 (Table 13).
These psychometric results on the seven identified
factors indicate very' homogenous and reliable measures of
the independent and dependent variables.

Table 12

Item Discrimination Indices (DI) and Cronbach's Coefficient: Alpha
for Factor Scores on the Independent Factors (N=7073)

Factor 1

Factor 2

Factor 3

Factor 4

Factor 5

Item

DI

Item

DI

Item

Item

Item

DI

36
30
29
37
39
38
25
31
27
26
11
24
28
12
35

.70
.73
.72
.71
.68
.69
.60
.63
.62
.61
.60
.54
.60
.58
.51

44
46
45
43
42
48
41
47
40
18

83
80
78
77
72
64
69
64
61
40

82
83
84
69
88
9
70
89
10
80
72
75
71

20
21
22
23
19
65

54
56
53
48
24
13

Alpha = .92

Alpha

.91

Alpha

DI
.56
.53
.49
.34
.41
.29
.27
.29
.25
.26
.22
.25
.19

.71

14
7
73
33
90
76
8

Alpha

DI
.33
.45
.20
.33
.26
.11
.35

.56

Alpha

.67
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Table 13
Item Discrimination Indices and Cronbach's Coefficient Alpha
for Factor Scores on the Dependent Factors

Factor 1

(N=7699)

Factor 2

Item

DI

Item

DI

55
64
61
60
58
63

.97
.93
.84
.85
.87
.76

57
56
59

.80
.71
.74

Alpha = .96

Alpha = .87

Canonical Correlation Analysis for the Total Sample
Canonical correlation is a procedure that utilizes
features of both multiple regression and factor analysis to
correlate two or more predictor variables with two or more
criterion variables.

A relationship is then determined

between clusters of independent and dependent variables.
Canonical correlation was used to explain as much variance
as possible in the resulting behavioral variable sets, the
five independent variables (the use of soft drugs, the use
of hard drugs, unhealthy lifestyle practices, acting out
behaviors, and suicidal behaviors) with the two dependent
i1 a.

'airy

arid p r o m '

■

' 'hen

were analyzed, the canonical correlation coefficient for
root 1 was .61 with an eigenvalue of .58 and 37% of the
variance accounted for by the first canonical relationship.
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The canonical correlation coefficient for root 2 was .21
with an eigenvalue of .04, and 4% of the rest of the
variance among variables accounted for by the second
canonical relationship.

Wilks' lambda, a test of

significance for canonical correlation, equalled .60 with an
approximate F of 404.05 (df = 10,14,132; p < .0001).
Standardized canonical coefficients for the independent and
dependent variables are presented in Table 14.
For the first canonical correlation, it appears that
for the independent variables a relationship is based on
a

promiscuity and sexual activity factor versus a non-

sexual activity factor.

These factors are most highly

related with the use of soft drugs followed by the use of
hard drugs.

Therefore, those respondents who are

promiscuous and sexually active have a tendency to be users
of soft and hard drugs.

The other three behaviors are

moderately related to these two dependent variables on this
canonical correlation.
The second canonical correlation appears to be a factor
distinguishing between the respondents who were promiscuous
and those who were sexually active.

These respondents who

were sexually active (but not promiscuous) tended to use
soft drugs but not use hard drugs.

These respondents who

tend to be promiscuous beyond sexual activ,

il.

tended

be heavy users of hard drugs but low users of sof

drugs.
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Table 14
Standardized Canonical Coefficients Between Independent and
Dependent Variables for the Total Sample

Dependent Variables

Canonical
Variate 1

Canonical
Variate 2

Sexual Activity

.32

.96

Promiscuity

.89

- .50

Use of Soft Drugs

.82

.41

Use of Hard. Drugs

.44

-.88

Unhealthy Lifestyle Practices

.05

.14

Acting Out Behaviors

.11

.17

Suicide Behaviors

.23

.11

Independent Variables

The other three independent variables were negligible in
this relationship.
Regression Analyses of the Total Sample
Regression analysis was employed to study the effects
of multiple independent variables on each single dependent
variable.

The results of the stepwise regression on sexual

activity are presented in Table 15.
Stepwise forward multiple regression was used to
determine which variables best predict the criterion
variables of sexual behavior.

Variables in stepwise

regression are entered in the order of their ability to
contribute to the total picture of predictors for the
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dependent variable outcome.

The results of the independent

variables on sexual activity are presented in Table 15.

The

multiple correlation coefficient between these four
predictor variables and the criterion was .3451 (p < .001)
and this accounts for 11.9% of the variance of sexual
activity.

The multiple regression equation with the

variables of the use of soft drugs, suicidal behaviors,
acting out behaviors, and unhealthy lifestyle practices is
the best combination of variables for predicting the
dependent variable outcome of sexual activity.

The

variables entered in the first two steps in the regression
equation were the use of soft drugs and suicidal behaviors.
The use of soft drugs was the variable which accounted for
most of the variance in the equation.
For promiscuity, the stepwise forward regression
equation included the use of soft and hard drugs, suicidal
behaviors, and acting out behaviors.
presented in Table 16.

These data are

The strongest predictors in this

equation included some aspect of drug use.

The multiple

correlation coefficient between these four predictor
variables and the criterion was .58 (p < .001) accounting
for 34% of th- -nriance < f

uty.

overall, the use oi

soft drugs and the use of hard drugs are highly predictive
of sexual activity and promiscuity.

Table 15

Stepwise Forward Recession Analysis for Prediction of Sexual Activity

R

R2

R2
CHANGE

Use of Soft Drugs

.3264

.1066

.1066

Suicidal Behaviors

.3374

.1138

Acting Out Behavs

.3427

Unhit Life Pract

.3451

Dependent Variable

F

SIGN

COR

843.31

<.001

.3264

.3151

.0073

58.19

<.001

.1034

.0858

.1175

.0036

28.92

<.001

.0805

.0645

.1191

.0016

13.18

<.001

.0534

.0408

BETA

• vi
■ 's i

Two major differences were noted in comparing the
predictors for the dependent variables, sexual at
promiscuity.

;vity, and

Suicidal behaviors was the second strongest

factor to relate to sexual activity, vd reas the use of hard
drugs was the second factor related to promiscuity.

The use

of hard drugs was not related to sexual activity.
Gender Differences
Canonical correlation was used to measure relationships
in factor scores by gender.

Independent variable

standardized canonical coefficients for the canonical
correlations between variables for females and for males are
presented in Tables 17 and 18 respectively.
For females, the canonical correlation coefficient for
root 1 was .63 and the eigenvalue was .66, with 40% of the
variance accounted by the canonical variates in that
relationship.

For root 2, the canonical correlation

coefficient was .19 and the eigenvalue was .04, accounting
for 4% of the variance among variables.

Wilks' lambda

equalled .58 with an approximate F of 222.39 (df = 10,
7,054; p < .001) .

For males, the root 1 canonical

correlation coefficient was .60 with an eigenvalue of .57
with 36% of the variance accounted for by the first
canonical variates.

The canonical correlation coefficient

for root 2 was .22 and the eigenvalue was .05, accounting
for 5% of the variance among the second canonical variates.

Table 16

Stepwise Forward Regression Analysis for Prediction of Promiscuity

R

R2

R2
CHANGE

F

SIGN

COR

Use of Soft Drugs

.4671

.2181

.2181

1972.78

<.001

.4671

.4461

Use of Hard Drugs

.5637

.3177

.0996

1031.92

<.001

.3313

.3141

Suicidal Behav

.5769

.3328

.0151

160.14

<.001

.1575

.1240

Acting Out Behav

.5793

.3356

.0024

25.21

<.001

.0662

.0488

Dependent Variable

BETA
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Table 17
Standardized Canonical Coefficients Between Independent, and
Dependent Variables for the Female Respondents

Canonical
Variate 1

Dependent Variables

Canonical
Variate 2

Sexual Activity

.38

.96

Promiscuity

.85

-.58

Use of Soft Drugs

00
kO

Standardized Canonical Coefficients

.26

Use of Hard Drugs

.29

-.83

Unhealthy Lifestyle Practices

.15

.09

Acting Out Behaviors

.04

.45

Suicidal Behaviors

.19

.02

Independent Variables

Wilks' lambda was .61 with an approximate F of 200.18 (df
10, 7,050; p < .001).
Consistent with findings for the total sample, re3SU11
of canonical correlation for both females and males indicate
sexual activity and promiscuity are related to the use of
soft and hard drugs.

Other factors such as acting out

behaviors, unhealthy lifestyle practices, and suicidal
behaviors are moderately related to these two dependent
variables on this canonical correlation.
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Table 18
standardized Canonical Coefficients Between Independent and
Dependent Variables for the Male Respondents

Dependent Variables

Canonical
Variate 1

Canonical
Variate 2

Sexual Activity

.28

.97

Promiscuity

.92

-.43

Use of Soft Drugs

.72

.49

Use of Hard Drugs

.56

- .78

-.05

.04

Acting Out Behaviors

.21

.31

Suicidal Behaviors

.20

.00

Independent Variables

Unhealthy Lifestyle Px'act

For the second canonical correlation, findings for both
females and males also indicate a relationship between the
independent variables, use of soft and hard drugs and the
dependent variables, sexual activity and promiscuity.
However, for females, a third independent variable, acting
out behaviors, also influences these dependent variables.
Those respondents who are sexually active (but not
promiscuous) tend to use soft drugs whereas those who are
promiscuous tend to use hard drugs.

The two other

independent variables are negligible in this relationship.
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Variable relationships by gender were also determined
by using stepwise forward multiple regression.

For females,

four variables entered in the equation for the two dependent
factors and accounted for 15.3% of the variability.

These

four variables in order of priority were the use of soft
drugs, acting out behaviors, suicidal behaviors, and
unhealthy lifestyle practices.

For promiscuity in females,

four variables entered the equation:

the use of soft drugs,

the use of hard drugs, suicidal behaviors, and unhealthy
lifestyle practices (Table 19).

These variables accounted

for 35.0% of the variability of promiscuity.
For males, three variables entered the prediction
equation for sexual activity:

the use of soft drugs, acting

out behaviors, and suicidal behaviors.
entered the equation for promiscuity:

Four variables
the use of soft

drugs, the use of hard drugs, suicidal behaviors, and acting
out behaviors (Table 20).
For females, the multiple correlation coefficient
between the four predictor variables and the sexual activity
was .32 (p < .001).

This compares to the prediction

equation for sexual activity in males with variables:

the

use of soft drugs, acting out behaviors, and suicidal
behaviors.

The multiple correlation coefficient between

these three predictor variables and sexual activity was .58
(p < .001) for males.

Table 19

Stepwise Forward Repression Analyses; for Prediction of Sexual Activity and
Promiscuity in Female Respondents
Sexual Activity
R

R2

R2
CHANGE

Use of Soft Drugs

3652

.1334

.1334

Acting Out Behav

3788

.1435

Suicidal Behav

3848

Unhlth Life Pract

Dependent Variable

f

SIGN

COR

BETA

543.68

<.001

.3652

.3577

.0101

41.46

<.001

.0626

.0896

.1481

.0046

19.15

<.001

.1320

.0723

3909

.1528

.0048

19.79

<.001

.1012

.0693

Dependent Variable

R

R2

R2
CHANGE

F

SIGN

COR

Use of Soft Drugs

5314

.2823

.2823

1389.53

<.001

.5314

.5030

Use of Hard Drugs

5763

.3321

.0498

263.08

<.001

.2352

.2304

Suicidal Behav

5856

.3429

.0108

58.06

<.001

.1610

.1086

Unhlth Life Pract

5914

.3497

.0068

36.99

<.001

.1301

.0830

Promiscuity
BETA

Table 20

Stepwise Forward Repression Analvses for Prediction of Sexual Activity and
Promiscuity in Male Respondents

Sexual Activity
R

R2

R2
CHANGE

Use of Soft Drugs

.2947

.0868

.0368

Acting Out Behav

.3184

.1013

Suicidal Behav

.3218

Dependent Variable

Dependent Variable

f

SIGN

COR

BETA

335.62

<.001

.2947

.2778

.0145

57.05

<.001

.1644

.1170

.1036

.0022

8.77

<.003

.0522

.0475

R

R2

R2
CHANGE

F

SIGN

COR

Use of Soft Drugs

.4110

.1689

.1689

717.40

<.001

.4110

.3833

Use of Hard Drugs

.5577

.3111

.1421

728.12

<.001

.3925

.3697

Suicidal Behav

.5718

.3270

.0.159

83.47

<.001

.1649

.1153

Acting Out Behav

.5812

.3388

.0108

57.56

<.001

.1520

.1062

Promiscuity
BETA
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The multiple correlation coefficient between tnese
predictor variables and promiscuity was .59 (p
females and .58 for males (p < .001).

.001) for

These findings

indicate that for females and males the use of soft drugs
and hard drugs are clearly predictors of promiscuity.
Summary
Research Question 1:

What factors predicted sexual

activity behaviors of 11th and 12th grade students in North
Dakota?
Research Question 2:

What behavioral risk factors are

related to sexual activity of 11th and 12th grade female
students?
Research Question 3:

What behavioral risk factors are

related to sexual activity of 1.1th and 12th grade male
students?
Research Question 4:

What are the differences between

the behavioral risk factors for male and female students?
Findings based on factor analysis revealed five
independent factors that influenced sexual activity in this
study.

They included 1) the use of soft drugs, 2) the use

of hard drugs, 3) unhealthy lifestyle practices, 4) acting
out behaviors, and 5) suicidal behaviors.

The two dependent

factors were 1) sexual activity and 2) promiscuity.
of soft drugs, the use of hard drugs, and unhealthy
lifestyle practices carried the heaviest influence in
accounting for the variation in sexual activities of

The use
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respondents.

Likewise, the use of soft drugs carried the

most influence in explaining sexual activities

However,

after canonical correlation and stepwise forward multiple
regression results were analyzed, differences in results
were noted.
For the total sample findings, the greatest predictor
for sexual activity was the use of soft drugs (B = .3151;
R2 = .1066).

Other weaker predictors included suicidal

behaviors (23 = .0858; R2 = .1138), acting out behaviors
(B -

.0645;R2 = ,1175),

(B =

.0408;R2 - .1191)

and unhealthy lifestyle practices
(Figure 1).

The dependent factor,

promiscuity, was most highly predicted by the use of soft
drugs

(23= .4461; R2 = .2181)

drugs

(B - .3141; R2 = .3177).

with some influence by hard
Other weaker predictors

included suicidal behaviors (B = .1240; R2 = .3328), and
acting out behaviors (B = .0488; R2 = .3356)

(Figure 1).

For the female sample, the highest predictor for the
sexual activity was the use of soft drugs (B - .3577;
R2 = .1334).

Other weaker predictors included acting out

behaviors (B = .0896; R2 = .1435), suicidal behaviors
(B =

.0723;R2 - .1481),

(B =

.0693;R2 = .1528)

and unhealthy lifestyle practices
(Figure 2).

The dependent factor,

promiscuity, was most highly predicted by the use of soft
drugs

(B - .5030; R2 = .2823 ) with seme influence by hard

drugs

(B= .2304; R2 - .3321).

Other weaker predictors

included suicidal behaviors (B = .1086; Rl = .3429), and
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unhealthy lifestyle practices (B = .0830; R2 = .3497)
(Figure 3).
For the male sample the highest predictor for the
sexual activity was the use of soft drugs (B = .2778;
R2 = .0868).

Other weaker predictors included acting out

behaviors (B = .1170; R2 = .1013) and suicidal behaviors
(B = .0475; R2 = .1036)

(Figure 2).

The dependent factor,

promiscuity, was most highly predicted by the use of soft
drugs

(B

= .3833; R2 = .1689) with some influence by the use

of hard drugs (B = .3697; R2 = .3111).

Other weaker

predictors included suicidal behaviors (B = .1153;
R2 - .3270), and acting out behaviors (B = .1062; R2 .3388)

(Figure 3).

Overall, self-reported risk behaviors and sexual
behaviors in this adolescent population are significantly
related.

According to the findings of this study,

underlying variables such as the use of soft and hard drugs,
unhealthy lifestyle practices, and suicidal behaviors
contribute to factors which predict sexual activity and
promiscuity in North Dakota adolescents.

Independent Factors

Dependent Factor

Soft Drugs
Suicidal Behaviors
Acting Out Behaviors Beia= 0645

Sexual Activity

Unhealthy Lifestyle Practices
CO
CO

Soft Drugs
Hard

Drugs

Beta= .4461
Beta= .3141

Promiscuity

Suicidal Behaviors
Acting Out Behaviors

Figure 1. Total sample: Stepwise forward regression predictors of sexual activity

Dependent Factor

eta= .3577

Soft Drugs

Acting Out Behaviors

Beta= .0896
Beta= .0723

Suicidal Behaviors

Sexual Activity
Beta= .0693

Unhealthy Lifestyle Practices
C0

Males

Soft Drugs

Beta= .2778

Acting Out Behaviors

8eta= .1170

Sexual Activity

Suicidal Behaviors

Figure 2. Females and males: Stepwise forward regression predictors of sexual activity

independent Factors

Dependent Factor

Females

Promiscuity

U3
O

Soft Drugs
.,

. _

Hard Drugs

Beta= .3397
Beta= .1153

Suicidal Behaviors

Promiscuity

Acting Out BehaviorsFigure 3. Females and males: Stepwise forward regression predictors of promiscuity

CHAPTER V
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Summary
The sense of self is one of a teenager's most important
defenses.

Adolescents, no less than adults, but with less

experiential background, face problems and decisions every
day of their lives.
two basic routes:

Maturity in decision-making comes via
by differentiation with integration of

learned concepts and/or by substitution (Elkind, 1989).

The

choices are decided, in the absence of an integrated ego, or
self, on the basis of peer pressure, the submission to
authority, or the power of propaganda (Simon, Howe, &
Kirshenbaum, 1982).
Risk-taking is recognized as a normal part of
adolescent development (Baumrind, 1983).

"Normal"

adolescents engage in risk-taking behavior, the negative
impact is in magnitude per individual, and continuation of
the behavior into adulthood (Klien et al., 1993).

Certain

behaviors have significant potential for adverse medical and
social outcomes.

Klien (1993) reported that one in four 13-

to 18-year-olds (7 million youth) in the United States are
at risk for school failure, delinquency, early unprotected
sexual intercourse, and substance abuse.
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The results of
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these facts are that adolescents are the only age group
whose mortality rates have increased in the United States in
the past 20 years.
A syndrome of drinking alcohol, marijuana use,
delinquency, and early sexual intercourse is one set of
behaviors that correlate in the risk behavior category
(Alexander et al., 1990; Jessor, 1977).

Another group of

correlates portray adolescents who place a lowrer value on
academic achievement, have lower self-esteem, greater
tolerance for deviance, less religiosity, and greateraffinity for problem behavior as being excessive risk-takers
(Baumrind, 1987; Elkind, 1990).

Related to both of the

above groupings is the degree to which adolescents perceive
themselves to be personally invulnerable to negative
outcomes.

Thus an inability to perceive risks accurately,

based on an unintegrated ego together with an attitude of
invulnerability complicates a very unclear picture of
intervention strategy effectiveness or outcome (Elkind,
1990; Schorr, 1988; Vernon, 1991).
This study explored the relationship between various
self-reported behaviors and sexual behaviors among juniors
and seniors in North Dakota high schools.

The research tool

was the North Dakota specific version of the Youth Risk
Behavior Survey (YRBS) developed by the Division of
Adolescent and School Health (DASH) of the National Center
for Chronic Disease Prevention and Health Promotion of the

United States Center for Disease Control (CDC). The survey
consisted of ninety multiple-choice items intended to elici
responses relevant to demographics, behaviors with injuriou
outcomes, drug, alcohol, and tobacco use, sexual behavior,
self-perception of body image, dietary behaviors, and
physical activity.
In North Dakota, 1993 the number of students grade 11
and 12 whose data were used for this study numbered 7,699,
or approximately 45% of the potential pool. Of the total
number, 52.3% were in grade 11, 47.7% in grade 12.

Females

in the sample numbered 3,741 (48.7%), with 3,945 (51.3%)
males.

The majority of the respondents were Caucasian

(91.3%), with 4.6% Native American and 4.2% "other."

Those

numbers approximate the general population of North Dakota.
Again, it was the intent of this study to identify and
clarify, via statistical treatment, the variables in
adolescent :risk-taking" activity that signal "real life"
tragedies.

The intent is to develop a more clearly defined

target for antecedent education, diagnostic characteristics
and effective program planning that will assist development
of the "justice factor"

(Kohlberg, 1975, p. 166) and result

in the mature integrated ego (Erikson, 1950; 1968).
In the present study the 90 survey items were reduced
via factor analysis to five independent unidirectional
factors and two dependent factors.

The five independent

unidirectional factors were labeled as to the use of soft
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drugs (tobacco and alcohol); the use of hard drugs (crack,
cocaine, and marijuana); unhealthy lifestyle practices (poor
eating habits and lack of exercise); acting out behaviors
(motorcycle use, chewing tobacco, weapon use), and suicidal
behaviors.

The two dependent sexual activity factors were

titled sexual activity and promiscuity.
Conclusions
The following conclusions can be generated from the
North Dakota Youth Risk Behavior Survey data and this
analysis.
1.

Although North Dakota adolescents who participated in
this survey reported risk behaviors such as unhealthy
lifestyle practices, acting out behaviors, and suicidal
behaviors, the use of alcohol and tobacco were the most
prevalent.

2.

Most respondents were sexually active; some were
promiscuous.

3.

For the total sample, respondents who were promiscuous
and sexually active showed a tendency toward the use of
soft and hard drugs.

4.

For the total sample respondents who were sexually
active (but not promiscuous) tended to use soft drugs
but not use hard drugs and tended to be promiscuous
beyond sexual activity also tended to be heavy users of
hard drugs but light users of soft drugs.

5.

For the separate male and female samples, the findings
were similar to that of the total sample.

6.

For the total sample, sexual activity was predicted by
use of soft drugs, suicidal behaviors, acting out
behaviors, and unhealthy lifestyle practices.

The use

of soft drugs was the variable which accounted for most
of the variance.
7.

For the total sample, the use of soft and hard drugs
are highly predictive of both sexual activity and
promiscuity.

8.

For females, sexual behavior was predicted by the use
of soft drugs, acting out behaviors, suicidal
behaviors, and unhealthy lifestyle practices (in order
of priority).

9.

For females, promiscuity was predicted by the use of
soft drugs, the use of hard drugs, suicidal behaviors,
and unhealthy lifestyle practices (in order of
priority).

10.

For males, sexual behaviors were predicted by soft
drugs, acting out behaviors, and suicidal behaviors.

11.

For males, promiscuity was predicted by the use of soft
and hard drugs, suicidal behaviors, and acting out
behaviors.

In conclusion sexual behavior (sexual activity and
promiscuity) outcomes for females and males are similar to
the total sample.

For all of these groups, predictors of
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primary risk behaviors are the use of soft and hard drugs,
unhealthy lifestyle practices, acting out behaviors, and
suicide behaviors.

Findings from this study are consistent

with the risk-taking behaviors reported in the literature
(Alexander et al., 1990; Jessor, 1977; Klien, 19 93) .
Potential outcomes for changing these predictors may be
limited by other factors such as self esteem, an attitude of
invulnerability, and the ability to perceive risks
accurately (Elkind, 1990; Schorr, 1988; Vernon, 1991).
Additional empirical intervention-based studies are needed
from education, health care, and research perspectives.
Therefore, the following recommendations are presented.
Recommendations
For Educators
The importance of an educational solution to the risk
taking behavior of adolescents is self-evident.

Whether the

behavior is based on experimentation, ego weakness, or peer
pressure, prior education assists the individual to
establish a base with which to resist risk.

The correlates

of the Risk Behavior Survey spell this out.

As an example:

*

Only 33.9% of the respondents did not use alcohol.

It

has been established that alcohol is a major factor in
approximately half of all homicides, suicides and motor
vehicle crashes.

These are the major causes of death and

disability among young people.

An educational program

aimed at reducing alcohol consumption among adolescents
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should have as a goal the quest for initial reduction
plus a lifelong "respect" factor for this commonly used
depressant.
*

So-called "soft" drugs, tobacco and alcohol, were
directly identified as correlates of sexual activity and
promiscuity.

Soft drug use together with the use of hard

drugs, suicidal behaviors, acting out behaviors, and
unhealthy lifestyle practices also related strongly to
promiscuity.

Drug and alcohol abuse is related to early

unwanted pregnancy, school failure, delinquency, and
transmission of sexually transmitted diseases, including
HIV infection.
*

Acting out behaviors related to risk-taking in areas such
as riding motorcycles without helmets.

Such voluntary

risk-taking, or "edgework," deals with negotiating
boundaries between life and death.

The educational focus

in this area must be on prevention and consequences.
*

Promiscuity is related to age of first time sex, and
number of partners.

From an educational viewpoint, sex

education is essential at an early age, as the primary
risks of early sexual activity include unwanted pregnancy
and sexually transmitted diseases, including HIV.

More

than one million teenage girls in the United States
become pregnant each year, just over 400,000 obtain
abortions, and nearly 470,000 give birth.

These

staggering statistics justify an educational process that

is aimed at curtailment of the "children having children
syndrome.
It is clear that broader the knowledge base, and uie
higher the ego integration, the less the opportun ty for
risk taking behavior that often results in either lifelong
consequences or death for the adolescent.

Education is a

strong component of deterrent behavior patterning.
For Health Care Providers
To the extent that risk taking behavior among
adolescents produces life-death consequences, a significant
portion of the educational component deals with health care
Issues of avoidance, of prevention, of treatment each must
be identified and addressed relevant to the relationship
between risk-taking behavior in adolescents and healthy
behavior in adolescents.

Again, the correlates of this

study bear this out:
*

The relationship between "hard" drug use (crack, cocaine
and marijuana) and promiscuity points to the stated need
of both sex education and health care alternatives.
These services must be available in an accessible
location; i.e., the school or neighborhood.

Benefits

available must include both preventative
education/counseling efforts and primary care.

These

services, to be totally effective, must have a strong
case-management component for monitoring of utilization.
Federal funding could be assured if school-based health
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centers qualified as essential health care providers.
The services needed include health education, prevention
and follow-up treatment in the areas of substance
use/abuse, sex education, and lifestyle modeling.
*

Health care and awareness must be targeted toward the
sequel of risk behavior, including family planning and
sexually transmitted disease prevention and treatment.
Alcohol and drug use serve as predisposing factors for
initiation of sexual activity and unprotected sexual
intercourse.

These results and major risks of early

sexual activity secondary to risk taking behavior include
unwanted pregnancies and STDs.

These, in turn, impact

the physical, mental, and social development/health of
the adolescent.
*

A strong component of mental health/counseling must be
available.

Both preventative and treatment modes in

mental health need to address the family environment,
peer connections, or other environmental concerns.

The

relationship between risk behaviors and acting out or
suicidal behavior, can negatively impact health service
resources available for physical and mental health.
Therefore, efforts need to be targeted toward risk
behavior reduction.
For Researchers
Because of the subjective nature of this topic,
continued ongoing research and survey are essential in an
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effort to better understand the relationship Detween risk
taking behaviors and their outcomes, including sexual
behavior.

This area is an extremely fertile research area.

Antecedent factors, contributing factors, outcomes, and
sequel all provide research potential.
*

There is a particular need for empirical validation of
the correlates of this study.

*

The more subjective self-reporting factors themselves
need validation.

*

Precursors of risk taking behavior require clarification,
as do issues of self-control, outside impacting factors,
and the components of decision-making in an adolescents
lif e .

*

This study should be replicated using primary data
collection.

Because analyses for this study were based

on secondary data, identifying and measuring variables
which the investigator may have thought timely or cogent
were not possible.

Use of primary data could have

eliminated this limitation.
Finally of significant importance is the ability of
this research to meld with the Healthy People 2000
Obiectives (1991) .

These objectives are interwoven into the

recommendations above and their use will assist the
adolescents in North Dakota to move toward a higher level of
awareness and a more integrated decision making process.

In

the normal "experimental" adolescent years, the practicality
-— T
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of these recommendations, risk-taking, at least in
relationship to sexual behavior, has the potential for being
minimized.
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North Dakota Youth Survey
S t u d y C o n d u c t e d By
N O R T H D A K O T A D E P A R T M E N T OF HEALTH
B i s m a r c k , ND

DIRECTIONS
•
T h a n k y o u f o r p a r t i c i p a t i n g in th e N o r t h D a k o t a Y o u t h S u r v e y .
T h e a n s w e r s t h a t y o u a n d o t h e r s t u d e n t s p r o v i d e w i l l h e l p us
better understand young people and design more meaningful
educational programs.
Several t h o u s a n d students across North
D a k o t a are p a r t i c i p a t i n g in t h i s study.
• W e w i l l n e e d a b o u t 35 m i n u t e s or less of y o u r t i m e to a n s w e r
these questions.
D O N O T S I G N Y O U R N A M E on t he q u e s t i o n n a i r e o r on
t h e a n s w e r s heet.
You n e e d not be concerned that anyone will know
h o w y o u h a v e a n s w e r e d the q u e s t i o n s .
• T h i s is not a t e s t a n d y o u a r e not t i m e d on a n y q u e s t i o n s .
H o w e v e r , y o u s h o u l d n o t s k i p a r o u n d but, i nstead, s t a r t w i t h
q u e s t i o n 1 a n d g o t h r o u g h a l l of t he q u e s t i o n n a i r e .
• You should have
envelope m
front
" O n the
Codes."
"Special
"Special
district
g r o u p of

a survey booklet,
of you.

an a n s w e r

sheet,

a n d an

a n s w e r s h e e t y o u w i l l f i n d a s e c t i o n t h a t says " S p e c i a l
T h e i n d i v i d u a l h a n d i n g out t h e f orms w i l l p l a c e y o u r
C o d e " on t h e b l a c k b o a r d .
P l e a s e e n t e r t h e n u m b e r in the
C o d e s " s e c t i o n of t he s c a n n i n g form.
T h i s n u m b e r is a
c o d e a n d w i l l o n l y b e u s e d to s u m m a r i z e d a t a o v e r a l a r g e
students.

• T h e q u e s t i o n s o r s t a t e m e n t s in this s u r v e y a re f o l l o w e d byseveral responses.
F o r e a c h q u e s t i o n or s t a t e m e n t , y o u s h o u l d
f i l l in o n l y o n e n u m b e r e d c i r c l e b e n e a t h th e l e t t e r on y o u r a n s w e r
s h e e t t h a t c o r r e s p o n d s to t h e o ne a n s w e r you t h i n k is c o r r e c t or
b e s t reflects y o u r opinion or situation.
• F i l l in o n l y o n e c i r c l e for e a c h q u e s t i o n .
P l e a s e f i l l in the
circle completely.
A p e n c i l s h o u l d be u s e d r a t h e r t h a n an i n k
pen.
C o m p l e t e l y e r a s e a n y a n s w e r y o u w i s h t o change.
• W h e n y o u h a v e c o m p l e t e d t h e q u e s t i o n n a i r e , p u t y o u r a n s w e r s heet
in the e n v e l o p e p r o v i d e d , a n d p a s s the e n v e l o p e to t he i n d i v i d u a l
who handed out the questionnaires.
T h a t i n d i v i d u a l w i l l p l a c e ail
e n v e l o p e s in a l a r g e r e n v e l o p e a n d h e / s h e w i l l seal it.
N o o n e at
y o u r s c h o o l w i l l see or r e a d y o u r a n s w e r s .
• Y o u are n o t

r e q u i r e d to answer

• We think you will enjoy
y o u for y o u r c o o p e r a t i o n .

t he survey.

c o m p l e t i n g the q u e s t i o n n a i r e ,

and

thank

104

1. Howoldareyou?
a. 12yearsoidoryounger
b. 13yearsold
c. 14yearsold
d. 15yearsold
e. 16yearsold
t. 17yearsold
3- 13yearsoldorolder
Whatisyoursax?
a. Female
b. Male
Inwhatgradeareyou?
a.
b.
c.
d.
e.

9thgrace
10thgrade
11Higrade
12thgrade
Ungradedorother

4. Howdoyoudescribeyourself?
White•notHispanic
'lack•no!Hispanic
Hispanic
j. AsianorPacificislander
e. NativeAmericanorAlaskanNative
f. Other
5. Comparedtootherstudentsinyourdass,whatkindof
studentwouldyousayyouare?
a. O ne ofthebest
b. Farstovethemiddle
c. Alittleabovethemiddle
d. Inthemiddle
s. Alittlebetowtirerniddie
1. Farbelowthemiddle
9- Nearihebottom
6. Howoftendayouwearasaatbeitwhenridinginacar
driventrysomeoneelse?
a. Never
b. Rarely
c. Sometimes
d. MostofIheSme
e. Always
7. Duringthepast12months,howmanytimesdidyouridea
motorc/cie?
a.
b.
c.
&
0.

0times
tto10times
11to20times
21to39times
40ormoretimes

8. Whenyourodeamotorcycleduringshepast12months,
howoftendidyouwearahelmet?
a.
b.
c.
d.
e.
f.

Ididnetrideamotorcycleduringthepast12months
Neverworeahelmet
Rarelyworeahelmet
Sometimesworeahelmet
MostofIhetimeworeahelmet
Always'woreahelmet

9. Duringthepast12months,howmanylimesdidyouridea
bicyds?
a.
b.
c.
d.
e.

0times
tto10limes
11la20times
21lo39times
40ormoretimes

10. Whenyourodeabicycleduringthepast12months,how
oftendidyouwearaheimei?
a. Iddnotrideabieveteduringthepast12months
b. Never'woreahelmet
c. Rarelywereahelmet
d. Sometimesworeahelmet
a.
Mostofihetimeworeahelmet
I. Airwaysworeahelmet
11. Duringthepast30days,howmanytimesdidyourideina
carorothervehicledrivenbysomeonewhohadbeen
drinkingalcohol?
a. 0times
b. 1time
c. 2or3times
4or5times
<L
0. 6ormorelimes
12. Ouringthepast30days,towmanytimesdidyoudrivea
carorosiervehiclewhenyouhadbeendrinkingatoohol?
a.
b.
c.
d.
9.

0times
1time
2cr3limes
4orStimes
6ormoretimes

13. Duringihepast12months,whenyouwentswimmingin
pfacassuchasapod,iaka.o r ocean,howoftenwasan
adultoralifeguardwatchsngyou?
a. Iddnotgoswimmmgduringthepast12months
h. fJever
c. Rareiy
d. Sometimes
e. Mostofthelime
f. Arrays
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)4. Duringihepast30days,onhowmanydaysdidyoucanya
weaponsuchasagun,Knife,ordub?
a. 0days
b. tday
C. 2or3days
d. 4or5days
a. Sormoredays

20. Duringthepast12months,didyoueverseriouslyconsider
attemptingsuicide?
a. Yes
b. No
21. Duringthepast12months,did'youmakeaplanabouthow
youwouldattemptsuida'e?
a. Yes
b. No

IS. Duringthefast30days,wfa!onekindotweapondidyou
carrymostoften?
a.
b.
c.
d.
e.
1.

ididnotcanyaweaponduringifiepast30days
Ahandgun
Otherguns,suchasarifleorshotgun
Aknifeorrazor
Adub,stick,bat,orpips
Someotherweapon

22. Duringthepast12months,howmanytimesdidyou
actuallyattemptsuicide?
a.
b.
c.
d.
e.

16. Duringthepast12months,howmanytimeswereyouina
physicalfight?
a.
b.
c.
d.
e.
f.
g.
h.

23. ifyouattemptedsuicideduringIhepast12months,didany
attemptresultinaninjury,poisoning,oroverdosethathad
tobetreatedbyadoctorornufse?

0times
1lime
2or3times
4or5limes
5or7times
Sor9times
10or11times
12ormorelimes

a. 1didnotattemptsuicideduringthepast12months
b. Yes
c. No
Thenextninequestionsaskaboutcigarettesmoking.

17. Thelasttimeyouwereinaphysicalfight,withwhomdid
youfight?

24. Haveyouevertriadcigarettesmoking,evenoneortwo
puffs?

a.
b.
c.
d.
e.

1haveneverbeeninaphysicalfight
Atotalstranger
Afriendorsomeone1know
Aboyfriend,girlfriend,ordate
Aparent,brother,sisier,orotherfamilymember
1.
Someonenotlistedabove
g. .Worethanoneofthepersonslistedabove

x Yes
b. No
25. Doyouthinkyouwilltrycigarettesmokingduringthenext
12months?
x ihavealreadytriedcigarettesmoking
b. Yes,1think1wifitrycigarettesmokingduringthenext
12months
c. No,iIfvink1wiSnottrycigarettesmokingdunrigthe
next12mortths
26. Howoldwereyouwhenyousmokedawholecigarettetor
Ihefirsttime?

18. Duringthepast12months,howmanylimeswereyouina
physicallightinwhichyouwereinjuredandhadtobe
Ireatedbyadoctoro r nurse?
a.
.
c.
d.
8.
0

0times
1time
2or3times
4or5limes
6ormoretimes

0times
Itime
2or3times
4or5times
6ormorelimes

x 1haveneversmokedawholecigarette
b. Ussthan9yearsold
c. 9or10yearsold
cl. 11or1 2 yearsok!
e. 13or14yearsold
f. 15or16yearsold
g. 17ormomyearsold
27. Havayouaversmokedcigarettesregutarty,thatis.atleast
cm c
igaretteovarydaylor30days?

18. Haveyoueverhadadatingsituationbecomeviolentwilh
hillingorforceused?
a. Yes
b. No
c. 1aonTknow
Sometimespeoplefeelsodepressedandhopelessaboutthe
luturethattheymayconsiderattemptingsuxbds,thatIs.eking
someactiontoendthetrownlife.
.. _ -

a. Yes
X No
-

j

j
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28. Howoldwereyouwhenyoufirststartedsmokingcigarettes
regularly(atleastonecigaretteeverydayter30days)''
a.
b.
C.
d.
e.
I.
g.

!haveneversmokedcigarettesregularly
Lessthan9yearsold
9or10yearsold
Itor12yearsold
13or14yearsold
15or16yearsoid
17ormoreyean;old

29. Duringthepast30days,onhowmanydaysdidyousmoke
cigarettes?
a.
b.
c.
d.
e.
I.
g.

0days
tor2days
3to5days
6toSdays
toto19days
20to29days
All30days

30. Duringthepast30days,onthedaysyousmoked,how
manycigarettesdidyousmokeperday?
a.
b.
c.
d.
e.

IdidnotsmokeCigarettesduringteapast30days
Lessthan1cigaretteperday
1cigaretteperday
2to5cigarettesperday
6to10cigarettesperday
I.
H to20cigarette'sperday
g. Morethan20cigarettesperday
31. Duringthepast6months,didyoutryaquitsmoking
cigarettes?
a. Idianotsmok8cigarettesduringthepast6months
b. Yes
c. No
32. Wheredoyougetcigarettesmostoften?
a.
b.
c.
d.
e.
I.

Idonotsmokecigarettes
Conveniencestore
Grocerystore
Vendingmachine
Friendsbuythemtorme
Friendsgiveteamtome

33. Duringthepast30days,didyouusechewingtobacco,
suchasHedman,LeviGarrett,orBeechnut,orsnuff,such
asSkoal,StealBandits,orCopenhagen?
a. No,Ididnotusechewingtobaccoorsrarflduringtea
past30d3ys
0. Yes.chewingtobaccoonly
c. Yes,snutlonly
d. Yes,botechewingtobaccoandsnuff

34. Wheredoyougetsnufforchewingtobaccomostoften?
a.
b.
c.
d.
e.

Idonotusesnufforchewingtobacco
Conveniencestore
Grocerystore
Friendsbuythemtorme
Friendsgiveteemtome

Thenextfivequestionsaskaboutdrinkingalcohol.This
indudesdrinkingbeer,wine,winecoolers,andliquorsuiteas
rum,gin,vc<&a.orwhiskey. Forthesequestions,dnnking
alcoholdoesnotinducladrinkingatewsipsofwineforreligious
purposes.
35. Howoldwereyouwhenyouhadyourfirstdrinkofalcohol
oiherthanalewsips?
a. Ihaveneverhadadrinkofalcoholotherthanafew
sips
b. Lessthan9yearsold
c. 9orto 'yearsold
d. Itor12yearsold
e. 13or14yearnold
I.
15or16yearsoki
g. i?ormoreyearsok)
36. Ouingyourliie,oni manydayshaveyouhadatleast
onedrinkofalcohol?
a.
b.
c.
d.
e.
I.
g.

Odays
1or2toys
3to9toys
10to19days
20to39toys
40to99days
tOCormomdays

37. Duringteepast30toys,onhowmanydaysdidyouhave
atleastonedrinkoralcohol?
a. Odays
b. tto2days
c. 3to5days
d. 6to9days
a.
10to19days
f. 20to29days
g- Al30toys
36. Duringthepas*30days,onhowmanydaysdidyounave5
ormoredrinksofalcoholinarow,thatis,withinacoupleof
hours?
a.
b.
c.
d.

Odays
tday
2toys
3to5toys
o9toys
0. 6t
1. 1
0to19days
5- 20ormoredays
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39. Inmepastsixmonths,howmanytimeshaveyoubeen
drunk,•bombed"orveryhighonalcohol(beer,wine,
liquor)?
a. 0days
b. iday
c. 2days
d. 3to5days
9. 6to9days
I.
10to19days
g. 20ormotedays
Thenextthreequestionsaskabouttheuseofmanjuana,which
isalsocalledgrassorpot
■K). Howoldwereyouwhenyoutriedmanjuanalo r mefirst
time?
a.
b.
c.
d.
e.

1havenevertriedmarijuana
Lessthan9yearsold
9or10yearsold
11or12yearsold
t3or14yearsold
1.
ISor16yearsokj
g- 17ormoreyearsold
41. Duringyourlife,howmanytimeshaveyouusedmarijuana?
a. 0times
b. 1or2times
c. 3lo9times
d.
10to19iimes
e.
20to39times
f. 40to99times
3- 100ormorelimes
42. Duringthepast30days,hctwmanytimesdidyouuse
manjuana?
a. 0 times
b. 1or2limes
c. 3to9times
d. 10to19times
u.
20to39times
1.
40ormoretimes
43. Howoldwereyouwhenyoutriedany(ormo(cocaine,
includingpowder,crack,orfreebase,forthefirstSate?
a.
b.
c.
d.

Ihavenevertriedcocaine
Lassiftan9yearsold
9ortoyearsold
ttori2y«arsokJ
0.
13or14yearsok!
1.
15orHiyearsoM
g. 17ormoreyearsold

44, Duringyourlife,howmanytimeshaveyouusedanyform
otcocaine,includingpowder,crack,orfreebase7
a.
b.
c.
d.
e.

0times
1or2limes
3to9times
10to19 times
20to39limes
I.
40ormorelimes
'•5. Duringthepast30days,hewmanytimesdidyouuseany
termofcocaine,includingpowder,crack,orfreebase?
a. 0’to'es
>,2times
b. ■
c. 3to9times
d. 10to!Stimes
8. 20to39times
f. 40ormoretimes
46. Ouringyourlife,howmanytimeshaveyouusedthecrack
orfreebaseformsofcocaine?
a. 0times
b. 1o r 2times
c.
3to9times
<L
1Qto19times
e. 20to39times
t.
40ormoreSmes
47. Duringyou,'life,howmanytimeshaveyouusedanyother
typeofiScgaJdag,suchasISO,PCP,ecstasy,mush
rooms,speed,ica,heroin,orpillswithoutadoctor's
prescription?
0times
1or2times
3to9times
10to19times
20to39times
40ormoretimes
48. Duringyourlife,howmanytimeshaveyoutakensteroid
pillsorshotswrifvsutadoctor'sprescription?
a.
b.
c.
d.
9.
f.

a.
b.
c.
d.
e.
1.

0times
1o r 2Smes
3to9Smes
iOio19times
20to39fines
40ormoretimes

49. Diningyourlife,liaveyouevermiected(shotup)anyillegaJ
drug?
a. Yes
b. No
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50. Towhatextentissexualabstinenceapriorityforyouatthis
timeinyourlife?
a. Veryimportant
b. Quiteimportant
c. Important
d. Slightlyimportant
e. Notimportantatail
51. OoyoubelievesexualabstinenceisIhsonly100%sure
wayolavoidingpregnancy,venerealdisease,orAIDS?
a. Absolutely
b. Ihavesomereservations
c. IminkthisisascaretacticonIhepartofadults
52. Towhatexterndoespeerpressureinfluenceyoursexual
activity?
a. Greatextent
b. Somewhat
c. Notatat!
53. HaveyoueverbeantaughtaboutAIOS/HIVinfectionin
school?
a. Yes
b. No
e. Notsure
54. HavayouaverSiltedaboutAIDS/HIVinfectionwithyour
parentsorotheradultsinyourfamily?
a. Yes
b. No
c. Notsura
55. Haveyoueverfadsexualintercouree?
a. Yes
b. No
IFYOUANSWERED'NO”TONUMBER55.PROCEEDTO
NUMBER65.
58. Howoldwereyouwhenyouhadsexualintercoursetorthe
firsttime?
a. lessihan12yearsold
b. 12yearsobi
c. 13yearsold
it 14yearsold
3, )5yearsold
i
18yearsold
a. 17ormoreyearsold
57. OwingyourWe,(Wthhowmarrypeopiehaveyouhad
soxuaiintercourse?
a. 1person
b. 2people
c. 3people

d. 4people
e. 5people
I.
6ormorepeople
58. Hasanyoneeverusedemotionalorphysicalcontrolto
havesexwiththemagainstyourwill?
a. Yes
b. No
59. Duringthepast3monihs,wiihhowmanypeopledidyou
havesexualinteicourse?
a. Ihavehadsexualintercourse,butnotduringDiepast
3monihs
b. lperson
c.
2people
d. 3people
e. 4people
I. 5people
g. 8ormorepeople
60. Didyoudrinkalcoholorusedregsbeforeyouhadsexual
intercourseIhelasttime?
a. Yes
b. No
St.Thelasttimeyouhadsexualintercourse,didyouoryour
partneruseacondom?
a. Yes
b. No
62. Thelasttimeyouhadsexualintercourse,whatonemethod
didyouoryourpartnerusetopreventpregnancy? (Select
onlyoneresponse.)
a.
b.
c.
d.
a.
I.

Nomethodwasusedtopreventpregnancy
Birthcontrolpriis
Condoms
Withdrawal
Someothermeihcd
Notsue

63. Howmarrylimeshaveyoubeenprogramorgotten
someonepregnant?
a. 0times
b. tttee
c. 2ormoretimes
d. Notsure
64. Haveyoueverteenfoldbya doctorornursethatyouhad
as8xuaSytransmitteddiseasesuchasgenitalheipes.
genitalwarts,chlamydia,syphilis,gonorrhea.AIDS,orHIV
intecbwi?
a. Yes
b. No
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as. Howdoyouthinka t yourself?
a.
b.
c.
d.
e.

Veryunderweight
Slignflyunderweight
Abouttherightweight
S8ghdyoverweight
Veryoverweight

66. Whichofthefollowingareyoutryinglodo?
a.
b.
s.
d.

Loseweight
Gainweight
Stayihesameweight
Iamnottryingtodoanythingaboutmyweight

67. Ouringthepast7days,'whichoneofthefollowingdidyou
dotoloseweightortokeepfromgaining'weight?
a.
b.
c.
d.
e.

Ididnottrytoloseweightorkeepfromgainingweight
Idieted
Iexercised
Iexercisedanddieted
Iusedsomeothermethod,butIdidnotexerciseor
diet

63. Ounngthepast7days,whichoneofthefatavingdidyou
dotoloseweightortokeepfromgainingweight?
a. Ididnottrytotaseweightorkeepfromgainingweight
b. Imademyseifvomit
c.
Itookdietpdfs
d. Imademyselfvomitandtookdietpills
e. Iusedsomaolhermethod,butI(idnotvomitortake
dietpills
Thenexteightquestionsaskaboutloodyouateyesterday.
Thinkaboutallmealsandsnacksyouateyesterdayfromthe
limeyougotupumSyouwenttobed. 3esuretoincludefood
youateathome,atschool,atrestaurants,oranywhere"* .
69. Yesterday,didyoueat(hat?
a. No
b. Yes,onceonly
c. Yes,twiceormore
70. Yesterday,didyoudrinkfruitjuice?
a. No
b. Yes,onceonly
c. Yes,twiceormore
71. Yesterday,A S youeatyeansalad?
a. No
b. Yes,onceonly
c.
Yes,twiceo r more

72. Yesterday,didyoueatcookedvegetables?
a. No
b. Yes,onesonly
c. Yes,twiceormore
73. Yesterday,didyoueathamburger,hotdegs,orsausage?
a. No
b. Yes,onceonly
c
Yes,twiceormore
74. Yesterday,didyoueatfrenchfriesorpotatochips?
a. No
0. Yes,onceonly
c. Yes,twiceormore
73. Yesterday,(Sdyoudrinkmilko r eatcheeseoryogurt?
a. No
b. Yes,onceonly
c. Yes,twiceormore
76. YeflBfday, (fidyoueat cookies, doughnuts, pie. or cake?

a. No
b. Yes,onceorty
c. Yes,twiceormore
77. Onhowmanyofthepastsevendaysdidyoubrushyour
teeth?
a. Odays
b. tday
c. 2days
d. 3days
8. 4days
1. 5days
g- 6days
h. 7days
78. OuringIhepast12months,howmanytimesdidyouvisit
thedentisttoexamination,sethcleaning,orcerealwork?
a. 0times
h. tor2(imes
c. 3ormoretows
79. Howmanycavitieshawyouhadinyourpermanentteeth?
a.
b.
C.
d.
e.
t.
g.

0
1
2to3
4to5
Sormore
Notsure
!(tortknow. Ihaveravergorea?thedenSst
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80. OsingDiepas!7days,howmanydaysdidyoueat
breakfast?
a. 0days
b. 1day
c. 2days
d. 3days
e. 4days
1. 5days
g. 6days
li. 7days
81. Wheredidyoueafbreakfast?
a.
b.
c.
d.
e.

Ididnotsatbreakfast
Athome
Atschool
Restaurant/fastfood
Other

82. Onhowmanyofthepast7daysdidyouexeraseor
participateinsportsactivitiesthatmadeyousweatand
breathehard,suchasbasketball,jogging,fastdanartg.
swimminglaps,tennis,fastbicycling,orsimilaraerobic
activiijes?
a. Odays
b. tday
c. 2days
d. 3days
e. 4days
!. 5days
g. 6days
h. 7days
83. Onhowmanyofthepast7daysdidyoudostretching
exercises,suchastoetouching,kneebending,orleg
stretching?
a.
b.
c.
d.
a.
f.
g.
h.

0days
1d
ay
2days
3days
4days
5days
6days
7days

84. Onhowmanyoftbspast7daysdidyoudoexercisesto
strengthenortoneyourmusdes.suchaspush-ups,situps,orweightlifting?
a.
b.
c.
d.
e.
I.
g.
h.

0days
1day
2days
3days
4days
5days
6days
7days

85. Yesterday,didyouwalkorbicycleloratleast30minutesat
atime?(IncfudewalkingorbicyclingtoorIromschool.)
a. Yes
b. No
86. Onanaverageweekwhenyouareinschool,onhowmany
daysdoyougotophysicaleducation(PE)classes?
a. 0days
b. iday
c 2days
d. 3days
e. 4days
I. 5days
37. Outinganaveragephysicaleducation(PE)class,how
manyminutesdoyouspendactuallyexerosmgorplaying
sports?
a. 1donottakaPE
b. Lessthan10minutes
c 10to20minutes
d. 21to30minutes
e. Morathan30minutes
88. Duringthepast12months,onhowmanysportsteamsrun
byyourschooldidyouplay? (DonotincludePEclasses.)
a. Nona
b. Iteam
c. 2teams
d. 3ormoreteams
89. Curingthepa-412months,onhewmanysportsteamsrun
byorganizationsoutsideofyawschooldidyouplay?
a. None
b. tteam
c. 2teams
d. 3ormoreteams
90. Duringthepast12months,whenyouparticipatedin
contactsports18ahockey,looifaall,boxing,soccer.
racguetbail,votoybaft,basketball,baseballandsoftball,
gymnastics,andwrestling,howmanylimesdidyou'weara
mouthguard?
a.
b.
c.
d.
e.
f.

1didnotparticipateincontactsports
Never
Rarely
Sometimes
Mostofdietime
Always

1

Ill

wsareinterestedinknowingwhatpeopleyourageUninkabout
tobaoco.
91. Doyoubelievepeoplehavetosmokealongtimebefore
itwiHhurttheirhealth?
A. Yes
8. No
C. Don'tknow
92. Ooyoubelievethereisanyhaminhavinganocca
sionalcigarette?
a.

no

C. Don'tknow
93. Doyoubelievesmokinghelp3peopleteelmore
comtenableatpartiesandinothersoda!situations?
A. Yes
B. No
C. Don'tknow
94. Ooyoubelievesmokinghelpspeoplekeeptheirweight
down?
A. Yes
8. No
C. Don'tknow
95. Ooyoubelievechewingtobaccoandsnuffcancause
cancer?
A. Yes
8. No
C. Don'tknow
96. HowdoyouthinkyourBESTfriendswouldfeelabout
yousmokingoneo r morepacksofcigarettesaday...
wouidtheyapprove,disapprove,crwouldtheynotcare?
A. Approve
8. Disapprove
C. Wouidnotcare
97. HowdoyouthinkyourBESTfriendswouidfeelabout
youusingchewingtobaccoorsnuffregutariy...wouid
theyapprove,disapprove,orwouidtheynotcare?
A. Approve
8. Disapprove
C. Wouldnotcare
98. Doyouthinksmokingshouldbeprohibitedinpublic
buildingssuchasgovernmentalorinbalbuildings?
A. Yes
8. No
C. Don'tknow

99. Ooyoucurrentlyusetobaccoinprayerr
Yes
8. No
100. Doyoucurrentlyusetobaccoinceremonies’
K.

A. Yes
8. No
101. Ooyoucurrentlyusetobaccotoseekadvice:
A. Yes
8. No
\02. Doyoucummflyusetobaccotogivethanks
A. Yes
8. No
103. Howimportantistheceremonialuseoftobaccoto
NativeAmericansinyourcommunity?
A. Veryimportant
8. Somewhatimportant
C. Notataiimportant
104. DoyouthinkNativeAmericanadultswhousetobacco
m a in ly u
seitbecauseofanaddiction,forceremonies,as
ahabit,ortodealwithstress?(checkoneanswer)
A.
8.
C.
0.

Adcfction
Ceremonies
HaW
Stress

Thank you for your cooperation.

PleasepfacaanswersheetIntheenvelopeprovided
endwattfordirectionsfromtheteacher.
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NORTH DAKOTA
STATE DEPARTMENT OF HEALTH
AND CONSOLIDATED LABORATORIES
Stats Casual
600 6. Boulevard Avenue
QismarcK. NO 58505-0200
Fax * 701-224-4727

PREVENTIVE HEALTH SECTION

March 30, 1993

Vicki Downey, R .N ., M .S.
Instructor, Family & Community Nursing
UND College o f Nursing
P.O. Box 9025
Grand Forks, ND 58202-9025
Dear Vicki:
The North Dakota State Department o f Health and Consolidated Laboratories is pleased to
provide written permission for your use o f the 1992 Youth Risk Behavior Survey in your
doctoral dissertation.
The 1992 North Dakota Youth Risk Behavior Survey provides an extensive amount o f data
for analysis. Our Department will be unable to completely analyze the survey. We are very
much interested in your review o f the data and would appreciate a copy of your completed
dissertation.
Best wishes. Please stop by when you are in Bismarck next.
Sincerely yours.

Stephen L. McDonough, M .D.
Chief, Preventive Health Section

m
c:

Danielle Kenneweg, Division o f Health Promotion & Education
Dave Cunningham, Director, Division o f Maternal and Child Health

lo ca l Health Services
and

Put&cHealthNurK.-g
701-224-2494

Disease Control
701-224-7378

Health Prorooeen
and Edocaoon

Maternal and
Child hoaitn

701-224-2357

701-224-2493

Vkcroaicsioqy
(

701 ) 221 -5262
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NORTH DAKOTA
STATE DEPARTMENT OF HEALTH
AND CONSOLIDATED LABORATORIES
Sea® Capitol
600 £. Boulevard Avenue
Btvnarcx, NO $3505-0200
Pju * 701-224-3000

PREVENTIVE HEALTH SECTION

February 1992

Dear Superintendent:
The North Dakota State Department o£ Health will be conducting the Touch
Risk Behavior Survey for students in grades 9-12 next month. The Youth
Risk Behavior Survey is based on a survey from the Centers for Disease
Control and is designed to monitor progress toward the Year 2000
Objectives for the Nation. Questions have been added to include dental
health, abstinence, and nutrition. The survey will be the only statewide
adolescent health survey in North Dakota this year. The information
provided by the survey is important to the Health Department's prevention
programs and to the Department of Public Instruction's Alcohol and Drug
Program.
Each school district will receive a report in May concerning data from the
Youth Risk Behavior Survey. The information will help schools evaluate
their Drug Free School Program.
The survey (enclosed) will be sent to schools in early March by
Dr. Richard Landry of the University of North Dakota. If you have any
questions regarding the survey, please contact Dr. Stephen McDonough,
(701) 224-2493 or Dr. Richard Landry, (701) 777-3582.
Sincerely yours,

Robert M. Vents, M.D.
State Health Officer
N.D. State Department of Health
and Consolidated Laboratories

rn
Enclosures

Local Heaiw Sorvreas
ana
P u tt : HoaJOl N u rw is

701-224-2484

O ia a o e Control
701-224-232®

weaim ?romooon
and GOucanon
701-224-23*7

M a»«vu ana
C fa W H M d
701-224-2*83
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NORTH DAK OTA
ST A T E D E P A R T M E N T O F H EA LTH

AND CONSOLIDATED LABORATORIES
State CantKX - Juotctai Wing. 2nd Root
600 £. Boulevafd Avenue
Bismarck. NO 58505-C200

OFFICE OF
STA TE HEALTH OFFICER
701-22A-23T2

March 2, 1992

Dear Principal:
The North Dakota State Department of Health will he conducting the Youth
Risk Behavior Survey for studencs in grades 9-12 next month. The Youth
Risk Behavior Survey is based on a survey from che Cancers for Disease
Control and is designed to monitor progress toward the Year 2000
Objectives for the Nation, Questions have been added to include dencai
health, abstinence, and nutrition. The survey will be the only statewide
adolescent health survey in North Dakota this year. The Information
provided by the 3urvey is important to the Health Department's prevention
programs and to the Department of Public Instruction's Alcohol aud Drug
Program.
Each Superintendent has received a copy of che survey and support
Information, along with letters of support from che North Dakota Council
of School Administrators and the North Dakota School Boards Association.
Each school district ’Will receive a report in May concerning data from Che
Youth Risk Behavior Survey. The information will help schools evaluate
their Drug Free School Program.
The survey will be sent to schools in early March by Dr. Richard Landry of
che University of North Dakoca. If you have any questions regarding the
survey, please contact Dr. Stephen McDonough, (701) 224-2493 or Or.
Richard Landry, (701) 777-3582.
Sincerely yours,

P-o-iLt-dC fVI.

wl0

Robert M. Wentz, M.D.
State Health Officer
N.D. State Department of Healch
and Consolidated Laboratories

m
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